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state concentrations of the tricyclic drugs Concomitant use ot

Limbitrol with other psychotropic drugs has not been evaluated,

sedative effects may be additive Discontinue several days

before surgery Limit concomitant administration of ECT to

essentiol treatment See Warnings for precautions about preg-

nancy Limbitrol should not be token during the nursihg period

Not recommended In children under 12 In the elderly and
debilitated, limit to smallest effective dosage to preclude ataxia,

oversedalion. contusion or anticholinergic effects

Adverse Reactions: Most frequently reported ore those associ-

ated with either component alone drowsiness, dry mouth,

constipation, blurred vision, dizziness and bloating Less fre-

quently occurring reactions include vivid dreams, impotence,

tremor, confusion and nasal congestion Many depressive
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Limbitrol ond omitriptyline Granulocytopenia, jaundice and
hepatic dysfunction hove been observed rorely

The following list includes adverse reoctions not reported with
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mone) secretion

Other Headache, weight gam or loss, increased perspiration,

urinary frequency mydriosis, joundice, alopecia, parotid

swelling

Overdosage: Immediately hospitalize patieht suspected ot hav-

ing taken on overdose Treotment is symptomatic and suppor-

tive I V administration ot 1 to 3 mg physostigmine salicylote

has been reported to reverse the symptoms of amitriptyline poi-

soning See complete product informotion for manifestation

and treatment

Dosoge: Individualize according to symptom seventy and
patient response Reduce to smollest effective dosage when
satisfactory response is obtained Larger portion ot daily dose
may be taken ot bedtime Single h s dose may suffice for

some patients Lower dosages are recommended for the

elderly

Limbitrol DS (double strength) Tablets, initial dosage of three or
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This Is My Mana‘o

What impressed me at the Sept. 6 HMA Council meeting was

Calvin Sia’s earnestness in involving HMA in doing something

about the child abuse problem. We are all proud of Sia and bask

in the reflected glory his role in the national scene has brought

to Hawaii and to HMA. Congress has granted funds to establish

a protocol via study committees; Sia, through his position with

the American Academy of Pediatrics and his connections with

Sens. Inouye and Matsunaga, has succeeded in directing some of

that study money to Hawaii, which will be one of the pilot

programs.

Of concern, however, is the role of the physician who treats

children. One of the most difficult situations in the practice of

medicine arises when the physician, who is above all the pa-

tient’s advocate — in these instances, the child and the allegedly

abusive parents are all his or her patients — must be the accuser

as well. Under the law, the physician may be punished severely

if the suspected child abuse is not reported (witness the

Matsuura case in Hilo last year).

Are we to become informers against our fellow humans —
and on the basis of unproven, unadjudicated suspicions?

U.S.S.R., make room for us; we are emulating your ways!

The council voted yes, to accept the roll of grantee for the $2

million for one year.

Bill Hindle informed the council that in Canada, where the

contingency fee is not in vogue, the incidence of medical

malpractice claims and the size of the awards are rapidly rising,

as in the U.S.A.

The issue is of such major proportion that Hindle has ap-

pointed a blue-ribbon task force to coordinate the several HMA
committees and people who are working on it. The 129th

Annual Meeting of the House of Delegates in Kona had an

important agenda relative to this issue that attracted a good
attendance. Members should take it seriously and not fumble

the ball!

Russ Stodd, our new president, generously extolled the leader-

ship that Bill Hindle has provided HMA — this council meeting

was the last under his administration. The council responded by

giving Hindle a big hand.

J.I. Frederick Reppun, MD
Editor

Are You Healthy? Part I

Who really wants to know?
“Why should I come see you. Doc, when I feel fine?’’ is what

the male adult patient says, for the most part, in explanation of

the long interval since his last visit to his physician for a cold

that persisted at that time.

Not so, in the instance of a female patient who is an adult,

particularly one with a child or children in tow, or whose

childbearing years have passed. Women are much more faithful

about coming in for their annual physicals, to include breast

checks and pap smears. All too often, the latter see their OB-
Gyn and that’s all they get!

The gamut of medical evaluations — “health checks,’’ if you

VoL. 45, No. 1—January 1986

Kaheka
Ftofessional

Center
OUTSTANDING

MEDICAL OFFICE SPACE
Kaheka Professional Center

centrally located at 1481 S. King St.

has been completely upgraded to

suit the needs of today’s professionals.

Conveniently close

to major hospitals and the University,

the New Kaheka Professional Center

offers a predominantly medical-dental building

with 35 doctors/dentists, 5 laboratories,

pharmacy and radiologist,

quality office space at attractive rates,

flexible terms, and
access to 240 parking stalls.

For information on available office space call:

Smith Development Corp 524-5417

Lynn Tilton, Ltd. 523-8623

THEARMY NEEDS
PHYSICIANS
PART-TIML

The Army Reserve offers you an excellent

opportunity to serve your country as a physician and

a commissioned officer m the Army Reserve Medical

Corps Your time commitment is flexible, so it can

fit into your busy schedule You will work on medi-

cal projects right in your community In return, you

will complement your career by working and consult-

ing with top physicians during monthly Reserve

meetings and medical conferences You will enjoy

the benefits of officer status, including a non-contri-

butory retirement annuity when you retire from the

Army Reserve, as well as funded continuing medical

education programs A small investment of your time

is all It takes to make a valuable medical contribu-

tion to your community and country For more in-

formation, simply call the number below

ARMY RESERVE.
BEALLYOUCANBE.

Army Medical Department Personnel Counselor

Tripler Army Medical Center, Hawaii 96859-5000

Telephone: (808) 836-7924
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will, runs wide.

At one end is the very thorough initial or interval history, a

detailed systems review; an update of the family history; a

review of medications taken habitually, including OTC drugs

(Over-The-Counter), vitamins, so-called health pills, potions

and food (the American is a born sucker for getting and taking

any nostrum that will boost his/her sex life!), etc.

“Do you smoke, what and how much? Do you drink beer,

wine or hard liquor, and how much? What do you do for

strenuous exercise? Do you see your dentist regularly? Or
episodically, as the crises arise? What about your eyeglasses:

New or old? When and whom did you consult? When did you
take and pass or fail your driver’s re-license?’’

If a physician does nothing else to his patient, he will have a

comprehensive picture in his mind’s eye (and recorded on the

clinical chart plainly, unequivocally and legibly!) of whether his

patient is healthy-well or whether he or she has problems that

need further critical examination.

A so-called “health screen,’’ in which the patient checks off

questionnaires and then goes through a mill of tests done by

paramedics, students or others — perhaps including a battery of

blood and urine tests, or even X-rays, EKG and spirometry — is

expensive in time, energy and dollars. The cost/benefit ratio

may not be worth the effort. Such an impersonal conveyor belt

approach, even with a physician at the far end to review and
evaluate the results, may even miss important markers of im-

pending ill health, while giving the patient a false sense of good
health.

The dangers herein are compounded if shortcuts are taken.

(To be continued.)

J.I. Frederick Reppun, MD
Editor

Letter to the HMA President

I am pleased to send warm greetings and congratulations to

the members of the Hawaii Medical Association gathered for

your annual meeting. As you approach the 130th anniversary of
your organization, you can look back with pride on your legacy

of accomplishment.

Truly, your organization has been instrumental in helping
America achieve and retain a place of leadership in the world of
medicine. Your educational and professional programs and
services help to ensure the future health of Americans, and
guarantee the continuing preeminence of our nation’s advanced
medical institutions and practitioners.

You have my best wishes for a successful and productive
conference. God bless you.

Ronald Reagan
President, U.S.A.

Re: Kanyaku Imin Special Issue

Editor:

Many thanks to you and your staff for the superb job that all

of you did in producing the commemorative issue on the 100th
Anniversary of the Kanyaku Imin, acknowledging the research

efforts at Kuakini Medical Center.

The issue looks great and we are very appreciative of your
time and effort.

Abraham M.Y. Nomura, MD
Director,

Japan-Hawaii Cancer Study,

Kuakini Medical Center

Re: Gratis Publications

Editor:

Reviewing the medical, clinically oriented, scientific and mis-

cellaneous journals that are mailed to me, I note that I am the

recipient of 32 journals — entirely gratis. For the benefit of my
colleagues, and, particularly, for recently established physicians,

I am appending this list.

Among the many free newsletters and bulletins that I also

receive, I have selected the best, most medically timely; they are

marked with a bullet.

This author cannot guarantee that the reader, upon request,

will receive every copy on this list. Certain of these might have
been accrued during my 36 years in private and in government
(military) practice through “grandfather” gratuities. Nev-
ertheless, for a personal subscription of any of these periodicals,

I recommend that one ask for a sample copy and for a question-

naire to prove one’s credentials for future issues.

Louis J. Polskin, Ph.D., MD
Adult Outpatient Clinic,

The Tripler Army Medical Center

Clinical Rheumatology in Practice

Continuing Education for the Family Physician

Le Jacq Publishing, Inc.

53 Park Place

New York, NY 10007

Geriatric Medicine Today

Practical Cardiology — Journal of Cardiology,

Pulmonary and Diabetes Medicine

Med Publishing Inc.

50 Route 9

Morganville, NJ 07751

Postgraduate Medicine

The Physician and Sportsmedicine

McGraw-Hill, Inc.

4530 West 77th St.

Minneapolis, MN 55435

Medical World News

HEI Publishing Inc.

7676 Woodway, Suite 112
Houston, TX 77603
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Every commercial project has a different story. There are 50-story towers. And 1-story office buildings.

But when it comes to financing, some things remain constant. Like First Interstate Bank. You can

always count on us for personal service. Flexible terms. Competitive rates. Quick approvals.

And, we can draw on the strength of First Interstate Bancorp.

For more information, call Robert Okubo at 525-7837, or Jim Wayman at 525-7815

In the meantime, take a look at a few of our success stories.

2 . We financed the windsurfer

condominiums. Each of the five Office Building; a 24,398 square

units has 1 ,1 28 square feet, and foot health care facility appraised

the project has been appraised at $3,400,000.

at $1 ,945,000. member fdic
CQUAL HOUSING

LENDER

1 . We financed 5,100 square

feet of new office space for

Marcus & Associates, Flonolulu.

The property value has been
appraised at $410,000.



Ifyour patient
needs surgery,

consider the
outpatient
alternative.

\()ur patients aren’t the onl)’ ones who benefit
from ambulator) surgery.

'iou too can enjoy the convenience of easy sched-
uling and less administrative red tape when you per-
form elective procedures in an outpatient setting.

VC hen you choose a lower cost setting for ambu-
latory surgery, your surgical reimbursement re-
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. . . Fm still itching. Doc!

The Syndrome of Immediate Reactivities

(Contact Urticaria Syndrome)

An Historical Study from a Dermatology Practice

III. General Discussion and Conclusions

David J. Elpern, MD*

In Part I and Part II of this study, data was presented on the epidemiology

of the Syndrome of Immediate Reactivities (SIR) in a dermatology practice.

Twenty-six percent of a racially mixed population were aware of substances

that elicited immediate symptoms. Twenty-nine percent of the females and
21% of the males questioned responded positively.

Age and race did not appear to be predisposing factors. Atopy and drug

reactions were reported almost twice as frequently in the group that had a

history of immediate hypersensitivity as those that did not.

An attempt is made in this article. Part III, to discuss and explain these

findings, and to assign a role to SIR in the etiology of some inflammatory

diseases of diverse organ systems.

Parts I' and IP of this study dealt with

data collected from 1,020 consecutively

accessioned dermatological patients ques-

tioned for a history of the Syndrome of

Immediate Reactivities (SIR). Most pre-

vious reports from the dermatologic liter-

ature have called this the Contact

Urticaria Syndrome (CUS). However, I

feel that this eponym has become too

restrictive. Information relating to age,

sex, race, implicated substances, personal

and family history of the various atopic

parameters, and history of drug allergy

have been presented previously. Part III

will attempt to analyze the significance of

these findings as they relate to

dermatology in particular, and medicine

in general.

Since the term contact urticaria (CU)
was coined in 1975,3 it has become evi-

dent that only a portion of those affected

manifest either localized or generalized

urticaria (LU, GU). In this study, symp-

toms recognized by patients included

pruritus (P), dermatitis (D), localized and

generalized urticaria, bronchial asthma

(BA), orolaryngeal edema (OR),
rhinoconjunctivitis (RC), gastrointestinal

disorders (GI), anaphylactic reactions

(AR), headache (HA), and sneezing. HA
has not been mentioned as a manifesta-

Accepted for publication August 1985.

* Kauai Medical Group, Assistant Clinical

Professor, John A. Burns School of Medicine,

3420-B Kuhio Hwy., Lihue, Kauai, Hawaii 96766

tion of this syndrome in previous re-

views;'’’ ^ however, it is recognized as a

feature of immediate food hyper-
sensitivity^ which is a subset of CUS.
One patient complained of sneezing when
exposed to bright sunlight. Photic sneez-

ing has been reported. ’ It is a conse-

quence of a reflex increase in cholinergic

activity of the nasal mucosa after stimu-

lation of the nasociliary nerve by light.

Photic sneezing is probably not a form of

CUS, but it is an immediate reactivity

and, therefore, it is mentioned.

From the preceding, it can be ap-

preciated that the term CUS is a mis-

nomer because it is too restrictive. A
broadly inclusive term is needed that en-

compasses the varied immediate reactions

recognized in the target-organ systems —
the skin, the vasculature, and the respi-

ratory and gastrointestinal tracts. I feel

that the syndrome of immediate reac-

tivities (SIR) is a more satisfactory name.

It is interesting that the targets of SIR
are the sites of proposed lymphatic

subsystems, e.g. the skin associated

lymphatic tissue (SALT), the gut as-

sociated lymphatic tissue (GALT) and
the bronchus associated lymphatic system

(BALT). Thus, SIR may be an aberration

of these otherwise protective systems.

Twenty-six percent of the population

sampled were aware of substances that

elicited reactions within one hour of ex-

posure. (See Table 1.) This number is

probably higher than would be found in

a sample of the general population, but

alerts us to the fact that immediate reac-

tions to a wide variety of substances can

play a crucial role in the etiology of

cutaneous disease, e.g. P, D, atopic skin

disease (ASD) and urticaria. Similarly,

physicians in all disciplines encounter pa-

tients with SIR; however, the necessary

questions are rarely asked, and non-spe-

cific labels such as dermatitis not oth-

erwise specified, irritable bowel syn-

drome and chronic urticaria are then

used. Along this line, Jones et al. found

specific food provoked gastrointestinal

symptoms in 14 of 21 patients with ir-

ritable bowel syndrome. 8 Similarly, there

is recent evidence that some substances

that cause immediate pruritus on contact

elicit, after 24 hours, the cutaneous

changes associated with ASD in the

absence of rubbing or scratching. ’ This

delayed appearance of dermatitis sug-

gests a role for SIR in the etiology of

some cases of ASD. Thus, in some cases,

“the itch that rashes” may not need rub-

bing and scratching as an initiating pro-

cess.

An important finding of this study was

that the site of symptoms was frequently

different from the organ of contact.

Food ingestion could result in P or D,

inhalents in urticaria, and topically ap-

plied substances in BA. Studies on food

hypersensitivity report similar results.

This has implications for history-taking
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Table l. incidence of Contact Urticaria in Study Population

Age Number
% -r

for

CUS

0-9 76 14

10-19 109 28

20-29 252 27

30-39 221 27

40-49 88 34

50-59 114 24

60-69 80 25

70-79 54 26

80-89 14 7

90 and over 2 0

Table 2. Association of Atopy and CUS

CUS CUS
( + ) (-)

Number: 257 750

Personal History

of Atopy: 46% 21%
Family History

of Atopy: 44% 27%
Personal or Family

History of Atopy: 60% 37%

Table 3. Ten most commonly implicated causes of

contact urticaria syndrome in 1,011 dermatology patients

No. of

Substance times

implicated

1. Grasses, N.O.S.* 24

2. Cats 21

3. Wool 17

4. Shellfish, N.O.S. 16

5. Dust 12

6. Mango (Mangifera) 11

7. Dog 9

8. Crab 8

9. Milk 8

10. Buffalo grass (Stenotaphrum) 7

Detergent 7

Saltwater 7

* N.O.S. = not otherwise specified

Table 4. History of Drug Reaction in Study Population

CUS CUS Total

( + ) (-)

Number: 74 227 301

Drug Reaction: 25 39 64

Percent with

Drug Reaction: 34 17 21

in patients suspected of having SIR.

Authorities on CUS all recognize that

atopy appears to be more common in

these patients. No epidemiological study

has previously been done to verify this.

The data collected here confirm this sup-

position and show that both a personal

and family history of atopy are much
more common in patients who have his-

tories of SIR than those without. (See

Table 2.) This should come as no surprise

because atopy is characterized by imme-
diate reactions to a group of substances

and is, at least in part, mediated by IgE.

Not all atopic manifestations can be ex-

plained by IgE, and it is becoming ap-

parent that non-immunologic mecha-
nisms are also important in eliciting

atopic symptoms." A discussion of the

role of immune and pharmacologic

mechanisms in the pathogenesis of the

atopic diseases is beyond the scope of

this work, but the concept that both play

a role is important for the understanding

of CUS and SIR. Until more basic work
is done, assigning an etiology as immune
or non-immune may not be realistic.

One way of interpreting the data on
the relationship between SIR and atopy is

that the latter is a subset of the former.

Atopic individuals appear to react to a

limited group of commonly encountered

antigens. '2 These encompass certain

foods (milk, eggs, nuts, shellfish, wheat),

inhalents (grasses, pollens, molds, cat

dander, dust mites) and contactants

(sweat, grasses, wool). Of the 10 most
implicated substances reported as elicit-

ing immediate symptoms in the popu-

lation studied (See Table 3), all but one
are among those to which atopic persons

commonly react. The exception, mangoes
(Anacardiaceae), may represent a previ-

ously unrecognized antigen to which

atopies respond. Mango dermatitis, as is

commonly recognized in Elawaii, is a

cell-mediated, contact dermatitis which

begins approximately 24 to 48 hours after

re-exposure. This clinical picture is not

seen in patients born in the Islands be-

cause they ingest the resins at an early

age, thus inducing specific immune un-

responsiveness. However, 1 1 Hawaii-

born individuals were aware of immedi-

ate symptoms (P, D, LU, RC) after con-

tact with mango skin, leaves or bark. SIR
to mango appears to be common, and
may be found in a defined group of

patients, i.e. atopies. This is a sugges-

tion, and should not be construed as

dogma.

1 propose that atopies as a group com-
monly manifest the SIR and do so to a

small, relatively well-defined group of

antigens. These reactions are both im-

mune (IgE-mediated), non-immune
(mediated by histamine and prostaglan-

din release), and mixed. In addition,

many individuals who are not atopic ac-

quire SIR to a large number of sub-

stances with which they come in contact,

ingest, or inhale. These reactions are also
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likely to be immune, non-immune, or

mixed. It is not clear whether normal

individuals are as likely to have chronic

disease as a result of SIR as are their

atopic counterparts.

During the course of this study, it be-

came obvious that patients who were

aware of SIR seemed more likely to com-
plain of drug reactions. The last 300

patients in the study were specifically

questioned and a convincing history for

drug reaction was elicited in twice as

many patients with SIR as in those

without. (See Table 4.) This needs to be

confirmed by other studies, but the find-

ings are not unexpected. Persons with the

SIR are more likely to develop immedi-
ate, immune and non-immune reactions

to a large number of encountered sub-

stances. From the data collected in the

present study, these people also appear to

have an increased incidence of similar

reactions to drugs that are ingested, in-

haled, and applied topically. There is

evidence that atopies are more likely to

manifest immediate-type drug reactions

than non-atopics,‘3 and the findings here

expand this concept.

The facts presented suggest that physi-

cians should exert some caution in

prescribing medication to atopies and pa-

tients with a history of SIR, because

these individuals may be more likely to

have immediate reactions. Whether these

reactions are apt to be elicited by a small

predictable number of medications, e.g.

the penicillins, sulfonamides, contrast

media, salicylates, etc., or by a host of
unrelated substances is as yet un-
answered. This relationship may be more
apparent than real. It is possible that the

high incidence of drug reaction in pa-

tients with SIR reflects the dispropor-

tionate number of atopies in this group,
rather than indicating a direct rela-

tionship between a history of SIR and
drug reaction. For the time being these

data are intriguing but need further con-

firmation.

In conclusion, SIR (CUS) is a common
finding in unselected, randomly selected,

dermatologic patients. Because of this, it

should be sought as a contributory cause

for diseases in the dermatitis/eczema

group, urticarias and unexplained
pruritus. A question regarding history of

SIR might well become a part of the

standard dermatology-patient encounter.

Similarly, physicians in other disciplines

might benefit their patients by asking for

a history of immediate reactivities, as this

may explain “idiopathic” respiratory,

gastrointestinal, or even neurologic dis-

ease.*'' It must be remembered that the

location of the signs and symptoms of

SIR is very often different from the site

of contact with the causative agent.

Keeping this in mind will ensure that the

proper questions are asked. A diagnosis

of SIR should also alert physicians to the

possibility that such patients are more
likely to develop immediate-type drug re-

actions. This knowledge may help to

avert serious and occasionally life-threat-

ening events.

Unfortunately, other than avoiding the

putative substances, little can be done in

the way of preventing SIR in susceptible

individuals. Oral cromolyn sodium may
come to play a role in the management of

patients with food hypersensitivity,

ASD'^ and chronic urticaria, but it can-

not be recommended for routine use at

this time. Even though specific therapeu-

tic modalities still elude us, recognition

of this common but not-well-recognized

group of diseases will improve a physi-

cian’s diagnostic acumen, and make the

management of some frustrating chronic

and idiopathic diseases easier.
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Over the
Editor’s
Oesk

Hospital Equips Independent Am-
bulances with Cellular Mobile Tele-

phones — Cincinnati — In a first-of-its-

kind program, Ameritech Mobile Com-
munications, Inc., the company that in-

troduced cellular service in the U.S. in

1983, and Cincinnati’s Providence Hos-

pital have teamed up to equip 27 am-
bulances owned by 14 independent am-
bulance companies with cellular mobile

telephones. “Before the mobile phones

were installed, drivers had to radio

through a dispatcher to call anyone and

could only contact people who were on
the ambulance radio system. Now, for

the first time, ambulance squads can call

directly to the poison center, victim’s

family, physicians and to hospitals — to

anyone who has a telephone. I think this

program has potential that we don’t even

know about yet,” said Dr. Allan Zobay,

Providence Hospital’s vice president of

medical affairs.

One driver who’d already had a

cellular phone installed in his ambulance

reported that he’d picked up a young
child who’d been hit by a car. Zobay
reported that the driver used the phone
to call the victim’s parents on the way to

the hospital and was able to give the

child’s parents reassurance by letting the

girl talk directly to her mother. “It sure

helped to calm the parents’ fears when
their daughter picked up the phone and
said ‘It’s OK, Mommy, I’m all right.’

”

* *

ROCKVILLE, Md. — Biotech Research

Laboratories, Inc., has begun clinical

evaluation of a new HTLV-III (Acquired

Immune Deficiency Syndrome) Western

Blot test kit, which it developed.

Thomas M. Li, president of Biotech,

said, "The Western Blot test kit, the first

one developed, is immediately available

for research use on a limited quantity

basis.

“Upon successful completion of
clinical evaluations, the kit could be com-
mercially marketed to blood banks, hos-

pitals, and clinical laboratories around
the world as early as this spring.

”

The new kit, which detects antibodies

to HTLV-III viral antigens in human
plasma or serum, is designed to confirm

sero-positive cases resulting from the

ELISA mass screening test.

The Western Blot test is a serological

test utilizing electrophoretic separation of
the viral proteins to provide more specif-

ic identification of the HTLV-III anti-

bodies than the ELISA mass screening

test.

HTLV-III, or Human T-Cell
Lymphotropic Virus Type III, is as-
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VoL. 45, No. I—January 1986 13



Dittos Copies
IS NOW

OPEN
24

HOURS
7 DAYS A WEEK
• Professional
Xerox Copies

• Passport
Photos

• Binding

• Lowest Prices
in Town!

• Free Parking

• Pick-Up and
Delivery

Cali on us whenever
you need us.

943-0005

Dittos
2570 S. Beretania

NOWOPEN

24
HOURS!

7 DAYS A WEEK

Hawaii
Academy of
Family
Physicians’
Newslet:ter

Oo

Membership News
We welcome several new members to

HAFP this month: Drs. Robert Cary and
David Grayson are new Active members.
Dr. Keith Haden holds Dual-Active
membership in HAFP and the Uniform-
ed Services chapter. Dr. Harrison Fisher

has transferred here from New Jersey

and is an Active member also. And new
Student members are Gerald Taitague, a

freshman, and John Lee, May Okihiro,

Pamela Prescott-Smith and Paula Wyatt,
sophomores. We are happy to have them
join us.

Congratulations are in order for

Cedric Yoshimoto, whose Affiliate mem-
bership was upgraded to Active; Dr.

Bernard Chun, who becomes chief of the

Department of Family Practice at

Queen’s; and Dr. Nathan Wong, who
succeeds Dr. Donald Farrell as chief. De-

partment of Family Practice, at Kaiser.

And on the national level. Dr. Otis R.

Bowen is President Reagan’s appointee
to the position of secretary of the De-
partment of Health and Human Services;

he is an Academy member and longtime
family physician.

Dinner Meeting
The November dinner meeting at the

home of Dr. and Mrs. Howman Lam
featured a most interesting educational
program. Dr. Scott Ekdahl, a Tripler FP,
gave a presentation on “Nutritional

Quackery — the Great American Rip-
off’’; Kurt Butler and Alicia Leonhard
of the Oahu Quackery Council dealt with
health fraud matters in general. They
presented an amazing array of fraudulent

practices perpetuated on a public often
all too eager to believe even the most
outlandish and outrageous claims.

Billions of dollars are spent annually
by the victims on diets and so-called

cures which in many instances are not
only useless but outright dangerous. It is

important for family physicians to be
knowledgeable about health fraud prac-

tices in order to assist their patients in

avoiding them.

Annual Meeting
& Seminar

If you have not already done so, please
send in your registration for the 1986
Annual Meeting and Seminar as soon as

possible. It will be at the Hilton Hawai-
ian Village Feb. 22 and 23. The seminar
will be devoted to orthopedics on Satur-
day and rheumatology on Sunday morn-
ing. The banquet on Saturday evening
will include the election and installation

of officers, delegates and coun-
cilmembers. Dr. J.I. Frederick Reppun
will honor a family physician on the 50th
anniversary of his entering practice.

The luncheon on Saturday will feature

a presentation on “Medical Marriages.’’

Registrants are urged to invite their

spouses and significant others to the

luncheon. There is a nominal charge for

guests, and pre-registration is necessary.

For further information, call 235-3115.

Hawaii Review ’87

The first planning session for another
joint meeting with our Canadian col-

leagues in February 1987 was held in

Vancouver, and plans are well under way
for another successful “Hawaii Review.”
The theme will be “Family Practice — A
Specialty in Breadth” and the meeting
will include four days devoted to infec-

tious disease, immunology, neurology
and cardiovascular disease. We look for-

ward to another excellent meeting Feb.
12 through 17, 1987!

Don’t Forget
The Health and Fitness Fair is set for

Jan. 24 through 26 at Neal Blaisdell Cen-
ter. HAFP will be located in booth No.
71. It is not too late to volunteer your
time, we are looking for members to man
two-hour shifts. Please call 235-3115.

HAPPY NEW YEAR!
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Interisland WATS. Answering machines.

Centrex service. International calling.

Mobile phone service. Display printers.

Multiplexers. Pacific Basin consulting.

Digital pagers. Protocol converters. Data
Communications Servi

There’s
more to
HawaiianTel
than meets
the ear.

HAWAIIAN TEL
Beyond the call



... cave canem!

Chest Pain and Hypertension

Following Myelography

Fortunato V. Elizaga, MD, F.A.C.P.*

Elizabeth L. Abinsay, MD

A 57-year-old man had sudden onset of severe chest pain and hypertension

32 hours following iophendylate (Pantopaque) myelography. Serial elec-

trocardiograms and cardiac enzymes were normal, as was the chest X-ray.

Chest pain gradually decreased in 24 hours. Hypertension was transient and

did not require continuous antihypertensive treatment. Hypersensitivity to

iophendylate is postulated.

Iophendylate (Pantopaque) myelo-

graphy is a widely used roentgenologic

examination of the spinal cord that has

been in vogue for more than four dec-

ades. Reactions attributable to the con-

trast medium, particularly of the

arachnoid, although uncommon, have

been reported in the past. Headache and

backache, which can be due to lumbar

puncture per se, are commonly noted

following myelography. We had the ex-

perience of taking care of a patient who
developed severe chest pain and hyper-

tension following myelography, a reac-

tion which has not been previously de-

scribed.

Case Report

A 57-year-old man was admitted to St.

Francis Hospital because of persistent

low back pain following a car accident

three weeks earlier. There was no history

of chest pain, hypertension, or allergy.

Physical examination on admission re-

vealed a positive Laseque sign bilaterally.

The remainder of the examination was

normal.

Routine laboratory tests on admission

together with a chest X-ray and EKG
were all normal. Iophendylate myelo-

graphy was done and it showed a

herniated nucleus pulposus at L5-S1.

Thirty-two hours after the myelography,

the patient developed a sudden onset of

severe, crushing-like pain across his

chest, which radiated to the neck, both

arms, and abdomen. In addition, he had

Accepted for publication September 1985.

* Assistant professor, John A. Burns School of

Medicine, Honolulu, Hawaii.

Correspondence: Fortunato Elizaga, MD, F.A.C.P.

2228 Liliha St., S104

Honolulu, Hawaii 96817
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numbness of the medial side of both

arms, dizziness, a choking sensation,

palpitation, and pain in his back and

legs.

Physical examination revealed an alert,

middle-aged man in acute distress. His

blood pressure was 200/120 mm Hg;

pulse, 100 beats per minute; respiratory

rate, 24 per minute; and temperature,

normal. There was no heart murmur or

gallop rhythm. His lungs were clear.

There was no pleural rub. The remainder

of the examination was normal.

His EKG showed sinus tachycardia but

was otherwise a normal tracing. His chest

X-ray was normal. The arterial blood gas

on room air showed a pH of 7.65, pOj of

91 mm Hg, pCOj of 20.5 mm Hg, and

base excess -4. Morphine sulphate 5 mg
and propranolol hydrochloride 1 mg
were given intravenously. His chest pain

subsided gradually and his blood press-

ure gradually became normal about five

hours after the drugs were given. Serial

electrocardiograms and cardiac enzymes

revealed no abnormalities.

Comment

Iophendylate is an oil-based, iodinated

medium which, when injected into the

subarachnoid space, produces a pro-

longed elevation of CSF protein, a mod-

est lymphocytosis and elevation of gam-

maglobulin. >

Backache and headache are the most

common complaints following myelo-

graphy. ^ They are presumed to be a con-

sequence of an arachnoidal tear and the

escape of cerebrospinal fluid into the ex-

tra-arachnoidal space. Both the severity

and incidence of headache are closely

related to the size of the needle used for

the procedure. A reduced incidence has

been demonstrated when smaller needles

are used.

Rarely, severe reactions may occur

presumably due to hypersensitivity of the

patient to the iodized oil. The most com-

monly reported complication is an

arachnoidal reaction. This is enhanced by

the simultaneous presence of blood in the

cerebrospinal Huid.^ The blood may in-

terfere with the coalescence of iophen-

dylate, thereby promoting the formation

of small droplets that are not visible with

the spinal fluid and therefore quite ir-

ritating. Such a complication is generally

manifested by backache and leg pain;

they may occur 19 hours to as long as

five years following myelography.'" Pan-

topaque is slowly absorbed and has a

tendency to become encysted, producing

local arachnoiditis.' Unusual complica-

tions such as temporary blindness,

’

encephalopathy* and death""- " have oc-

curred. These were thought to be from

hypersensitivity. A rare complication is

pulmonary embolism,^ which is thought

to be due to venous drainage of Pan-

topaque-contaminated CSF via the inter-

vertebral veins into the inferior vena and

ultimately to the lungs.

The patient presented here developed

severe chest pain associated with moder-

ately severe hypertension. His chest pain

gradually decreased, but it lasted for 24

hours. His hypertension was transient

and did not require continuous anti-

hypertensive treatment. Although
pulmonary emboli could not be com-

pletely excluded, his clinical course was

not suggestive of pulmonary emboli. The

temporal relationship between the myelo-

graphy and the development of severe

chest pain and severe hypertension as-

sociated with back pain and leg pain is

highly suggestive of this cause and effect.

The mechanism involved is obscure, but

hypersensitivity to iophendylate can be

postulated.

(Continued on page 21)
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Acceptance Speech by Incoming
HMA President Russell T. Stodd, MD
Incoming President Russell T. Stodd

gave this speech Oct. 12, 1985, at the

129th Annual Meeting of the Hawaii
Medical Association in Kona, Hawaii.

As some of you know, I fly a small

airplane. Both Leanna and I enjoy get-

ting around the Islands, sort of ad lib.

However, sometimes when one taxies out
to the runway, the controller says,

“Cleared for takeoff. Caution, wake tur-

bulence, departing heavy jet.” What he

means is, your little airplane may be in

for some rough air because a big jet just

left.

Well, that’s somewhat my feeling in

taking over the president’s chair at this

time. “Caution, departing heavy jet.” It

is enough to say that the past year has

seen some very large action in the Hawaii
Medical Association.

As most of you recall, just 20 years

ago there was no EPA to save us from
contaminated Kula water. We had no
OSHA to tell us that hot manure is slip-

pery, and Medicare had just been born
into the “Great Society.” Virtually all

decisions in regard to medicine in Ameri-
ca were made by doctors. True, we had a

few contract organizations, but through-

out the country everything that happened
in medicine — costs, hospitals, access,

quality — fell under physicians’ control.

How far we have traveled in just 20
years, and “Are we better off?” as the

candidate asked in the presidential de-

bate? I fear not. In the meantime we
have witnessed the construction of a huge
bureaucracy, now called Health and Hu-
man Services or “Aich Two Ess,” a nox-

ious gas, which tells us which of our
patients can go to the hospital, how long

they can stay, what the charges for serv-

ices will be and soon whether or not the

patient deserves a given surgical
procedure; “Multiple opinions desired,

please.”

The entire thrust of the government’s
premise is that doctors are not to be

trusted with these decisions. Doctors
have no regard for costs, must be bludg-

eoned into ensuring quality and order

procedures, tests, and perform surgery

for their own ends.

We are told the cost of medical care in

America is too high. Figures are trotted

out from 10, 20, 30 or even 40 years ago,
with the gross national product as a yard-

stick. We sit still for this statistical

foolishness while supposedly lolling

around in unbelievable wealth. Two cars

are the standard in every garage, many
homes have a car for each driver, there

are multiple television sets and
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videocassette recorders; $50 greens fees

are common for a round of golf, dinner

for four for $100 and home computers to

keep track of household expenses.

We should emphasize to the media that

medical care today is not the same pack-

age it was just 10 years ago, and that the

cost for the finest medical care in the

world is not outrageous. Surgical
procedures are manifestly better, rehabil-

itation is much better and much quicker,

therapeutic and diagnostic tools allow for

a life expectancy of 74 years on the aver-

age for men in our state, and the figure is

rising. Cataract surgery done in 1960,

when 1 began my residency training, was
closer to the procedure of 1885 than

1985, and now patients go home the

same day.

Also, why is $10,000, that is spent to

remove a bowel cancer in order to get a

productive human being back to work in

the White House, so bad, as compared
with $15,000 spent on a new Buick being

so good? The money is not lost in either

case. It provides work for people, puts

food on the table and remains in circula-

tion. Yet we are supposed to cheer the

auto buyer while we condemn the ex-

pense of productive medical care.

No profession, save perhaps the clergy,

is as honorable, as ethical, as altruistical-

ly dedicated; yet no profession is so regu-

lated, manipulated, controlled and
threatened. Even our greatly respected

and honored senior senator, who con-

fided that he had dreamed of being an
orthopedic surgeon before he went off to

war, recently stated in an open meeting
that he would not encourage his son to

enter the practice of medicine, calling it

overregulated, too threatened, too vul-

nerable. I was dismayed to hear his

words, mostly because I do not feel that

the battle for freedom is lost, nor am I

that uptight about the future. And you
must be in agreement with me, or you
wouldn’t be here.

So then, where are we? Satchel Paige
said, “If you don’t care where you are,

then you ain’t lost.” Well, we care. Are
we the captain of the ship? Or is some
bureaucratic manual, prepared by ac-

countants, actuaries and attorneys, the
order of the day? Joe Boyle, AMA presi-

dent last year, said it well and simply:

“Enough is enough; it is time to say
no!”

Not no to our patients, but no to

agency doubletalk, no to broken Con-
gressional promises and coercive regu-

lations and no to rationing by budgetary
restriction. No one has the right to ration

medical care, except the patient himself
(and all too often he isn’t even allowed to

do that). We are being coerced into con-
sidering complicated and redundant con-
tractual arrangements — the alphabet

maelstrom of DRG, IPA, PPG, COP,
HMO — while the proponents speak in

terms of market shares, advertising budg-
ets, “hold harmless” agreements and
cutoff dates.

Competition? Sure, why not? But not

competition in advertising, or disguised

kickbacks, or cut-rate plans; not com-
petition as a hustler. No, competition as

a professional. We can and do deliver

competence, communication, com-
passion and caring.

My mother didn’t raise me to work
under a government-sponsored contract.

I cling to medicine as a cottage industry.

Eighty percent of Hawaii’s people must
like it too, because that is how they select

their doctors. It may be a small office or
a large clinic, but the patient is the one
who chooses.

We are a nation of immigrants, just

one, two or three generations removed
from a distant land; many of us were
born in another country. So why did we
come to America? Because this is the

land of freedom, of individual op-

portunity and responsibility, of free ex-

pression. This is the soul of our national

culture, the foundation of our represen-

tative government, the legacy we must
nourish and cherish. We are in a battle

for the survival of our freedom to prac-

tice the best medicine we can; that is

obvious.

Some doomsayers think the battle is

already lost. It is not. Sometimes the

price comes high, and the individual sac-

rifice can be great. But what truly price-

less item was ever obtained or maintained
cheaply? Involvement: Your involve-

ment. My involvement. Devoted people:

Your devotion. My devotion. Commit-
ment: Your commitment. My commit-
ment.

Thank you for affording me this time,

this podium, this First Amendment
privilege. And thank you for allowing me
to preside this coming year. Aloha.

Hawaii Medical Journal



Are Your COLLECTIONS over 95%?
You are losing money. Improved medical billing practices can

increase your cash flow.

The best medical practices consistently collect 98 to 99%.

To calculate your collection ratio, divide total collections

for the last six months by net total billings for the same per-

iod. Net total billings is your total charges minus courtesy

discounts and DSS, HMSA, and Medicare credit adjustments.

-Are Your RECEIVABLES under 3 months?
Your billing system needs improvement. Improved medical billing

practices can reduce your accounts receivable.

The best medical practices consistently have under 2 1/2 months
of accounts receivable.

To calculate your accounts receivable ratio, add up all of your
accounts receivable on a given date and divide it by your aver-

age monthly total charges.

Free Billing Evaluation

Call for a free evaluation of your medical billing system. This evaluation includes

calculating your collection ratio and accounts receivable ratio, suggestions for

improvement (which can be implemented manually), and a proposal on how a computerized

medical billing system can improve your cash flow. Our concern is finding solutions to

your billing needs.

For more INFORMATION, call BILL LIGGETT at 521-2397.

Pacific Professional Management Systems, Inc.

NO

YES

Don’t Know

NO

YES

Don’t Know

PPMS 1 1 88 Bishop St. Suite 3010 Honolulu, Hawaii 96813 Ph. 521-2397



Keflex
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Additional information
available to the profession
on request.

^DISTA
420113

Dista Products Company
Division of Eli Lilly and Company
Indianapolis, Indiana 46285
Mfd. by Eli Lilly Industries, Inc.

Carolina, Puerto Rico 00630



HMSA Answers Physicians’ Questions

The HMA/HMSA Ad Hoc Committee under the chair-

manship of Ed Boone, MD, has been submitting questions to

HMSA, questions that are frequently posed by practicing physi-

cians.

Readers are invited to comment, and they are also invited to

submit additional questions to the committee at the HMA
office. We will try to keep the dialogue going via the JOURNAL.

Bernard A.K.S. Ho, senior vice president of HMSA, explains

that it is impractical for HMSA’s claims examiners to speak

directly with physicians because of the volume of claims they

process each day — about 23,000 — and also because they do
not have immediate access to the claims that require additional

information.

Q: Is there a method to achieve better access to HMSA represen-

tatives who can dig into a problem rapidly and get meaningful

results? It would help immensely if on claims that are returned

to the physician for more information, it would be possible to

discuss the information needed by phone with the medical

claims clerk at HMSA who sent the inquiry.

At this time, one must contact customer service, which refers

the problem to Public Relations. As neither department actually

processes the claims, the attempt on the part of the physician’s

office to have its claims processed quickly is often an exercise in

futility.

A; Yes. We suggest that physicians call our Customer Service

Representatives on Oahu or on the Neighbor Islands with rou-

tine questions, such as those about HMSA plan benefits and the

status of outstanding claims payments to physicians. Our Cus-

tomer Service representatives are well-versed on these matters

and are trained to research problems and communicate directly

with professionals.

HMSA also has a Professional Relations Department staffed

with highly skilled representatives who are assigned to specific

physicians’ offices. It is their job to help physicians resolve

recurring claims processing problems, and discuss specific policy

matters.

Q: Why can’t HMSA provide a direct line for physicians —
including a toll-free number for Neighbor Islands — to inquire

about claims problems?

A: HMSA does provide direct telephone lines for physicians to

make inquiries concerning claims problems and has published

these telephone numbers in the HAWAII MEDICAL JOURNAL
and HMSA newsletters.

For routine questions, such as those about HMSA plan

benefits or status of outstanding claims payments to physicians,

please call our Customer Service Representatives:

Oahu: 942-1111

Hilo: 935-5441

Kona: 329-5291

Kauai: 245-3393

Maui: 871-6295

Physicians may also call their Professional Relations Repre-

sentative or the Professional Relations Department on Oahu at

944-2300.

With regards to including a toll-free number for Neighbor

Islands, we are assessing the economics of providing this service.

Q: Please explain how a participating physician can go about

having his claim reviewed when he feels that HMSA has made
an arbitrary decision regarding his coding, modifiers, or charges

for new procedures.

A: HMSA’s participating physicians have several avenues of

appeal. A participating physician may request, in writing, re-

evaluation by HMSA’s staff of Medical Directors and is entitled

to seek formal appeal by both HMSA’s Medical Claims Review

and Benefits Administration Committees. If a participating

physician is still dissatisfied, he/she may request binding arbi-

tration. The appeals procedures are stipulated in the HMSA
Participating Physician Agreement.

Over The Editor’s Desk
(Continued from page 13)

sodated with AIDS, a disorder that seri-

ously impairs or destroys the body ’s abil-

ity to fight disease.

“This Western Blot test kit is another

product in a range of HTLV-III-related

products and services developed by
Biotech to help reduce the spread of this

disease, for which there is to date no
known cure,” Li said. In November,
Biotech developed a quick ‘‘dip stick”

test to detect antibodies specific to

HTLV-III. This item will be marketed
overseas shortly.

‘‘In addition. Biotech operates a

clinical reference laboratory to provide

HTLV-III Western Blot confirmatory

test services. Our HTL V-III ELISA test

kit is being marketing on a worldwide

exclusive basis by Du Pont.
”

Biotech Research is a leader in the

development and production of viral di-

agnostic products and monoclonal anti-

bodies.

For further information, contact Dr.

Robert Ting, Biotech Research Laborato-
ries, Inc., at (301) 251-0800.
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The White House Conference on Small

Business — Small Business Joins Debate
Over Federal Deficit — WASHING-
TON, D.C., As President Reagan and
the Congress grapple with the problem of

the Federal deficit, small-business people

attending White House Conference on
Small Business meetings across the coun-

try remained steadfast in their conviction

that the federal government should live

within its means.

“Small business is painfully aware of

the need to make ends meet — to spend

only what it takes in. It’s a budgetary

task these people deal with each and

every day,’’ said Jack L. Courtemanche,

executive director of the White House
Conference on Small Business, in com-

menting on the budget recommendations

put forth at the first 18 state conferences.

“There is strong support for a con-

stitutional amendment requiring a bal-

anced budget and/or restricted spend-

ing,” said Courtemanche. “Small-busi-

ness people around the nation are also

adamant in recommending the president

be given line-item veto authority over the

budget.”

Chest Pain and Hypertension

Foliowing Myeiography

(Continued from page 17)
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A Surgeon’s Prayer
By Robert S. Flowers, MD

I stand in awe of who you are

Creator, teacher and morning star.

As sculptor of the galaxy

Why would you bother to look on me?Continuing
Medical
Education

CALENDAR OF ACCREDITED
EVENTS-CATEGORY 1

Accredited Programs of CME allow one unit of AMA credit for
each hour of instruction excluding all “breaks.” Some programs
also are accredited for AAFP prescribed credit.

LOCAL ACCREDITED PROGRAMS
ONGOING

For a complete list of ongoing programs, please refer to the
September 1985 issue of the HAWAII MEDICAL JOURNAL.
Further information is available through the individual institu-

tions or through the HMA’s CME Department.

SPECIAL EVENTS
All special events should be confirmed with the CME program
sponsors, as cancellations are not necessarily reported to the
Hawaii medical journal.

Jan. 13-17,

1986

Pan Pacific Surgical Association, Charlotte
Winget, P.O. Box 553, Honolulu 96809, (808)
523-8978. Location; Sheraton-Waikiki Hotel.

Jan. 23, 24,

1986

Soft Tissue Surgery Workshop, Tripler Army
Medical Center and the American Academy of
Facial Plastic and Reconstructive Surgery, Larry
Zieske, MD, Department of Surgery, Tripler
Army Medical Center, Honolulu 96859, (808)
433-5334. Location: Tripler Army Medical Cen-
ter.

Feb. 4-7,

1986

Cardiology Update, Institute for Medical Stud-
ies, 30131 Town Center Dr., Suite 215, Laguna
Niguel, Calif. 92677, (714) 495-4499. Location;
Honolulu.

Feb. 5,

1986

Human Values and Family Health Care, March
of Dimes, Janet Huff, RN, 600 Kapiolani Blvd.,
Honolulu 96813, (808) 536-1045. Location: Hale
Koa Hotel.

Feb. 7,

1986

Genetic Decisions: Problems and Promises,
March of Dimes and DOH/MCH Branch,
Janet Huff, RN, 600 Kapiolani Blvd., Honolulu
96813, (808) 536-1045. Location: Hale Koa Ho-
tel.

Feb. 17-21,

1986
Geriatric Medicine In Practice — 1986: Work-
shops with Experts, co-sponsored by Kuakini
Geriatric Center, Pacific Geriatric Education
Center. Location: Hawaiian Regent Hotel.

March 2,

1986

Lederle Symposium: The Impaired Health Care
Professional, Lederle Laboratories and Hawaii
Medical Association, 320 Ward Ave., Suite 200,
Honolulu 96814, (808) 536-7702. Location: The
Westin Ilikai.

For who am I but a piece of clay

That you lifted and formed in your usual way;
Then breathed in life and set me free

To explore the earth and sail the sea.

Then you gave to a few a special art

You strengthened our hands, and touched our heart.

And gave us a bit of who you are

Though we sometimes lose vision from straying too far.

And what is that gift of which I write?

It’s the power to create, to restore lost sight.

To complete that unfinished at the time of birth.

Continued creation right here on earth.

It’s restoring one’s form that’s been crushed in a crash
Or replacing some skin that’s turned into ash
Or remaking what’s lost to a cancerous growth.
All far in excess of Hippocrates’ oath.

It’s altering a nose that holds back a face.

Or rearranging the jaws as might be the case.

Or brightening one’s eyes, or tightening their skin.

Or giving a breast, or strengthening a chin.

And for some simple reason that escapes me just now
In your infinite wisdom you elected to allow
Imperfection in creation. Perhaps it was so

Restoration and healing, your people could know.

That part of your power you gave to these hands
Is an awesome endowment with awesome demands.
So I ask that you keep me both humble and clear

That it’s your gift and your art that made my career.

''''THANK6, EP. NICE OF VOU TO INVITE
ME TO -DINNER/'
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The Johns Hopkins

Medical Institutions

Kuakini

Medical Center

ADVANCES AND ISSUES IN ACUTE MEDICINE
A Symposium for Emergency Medicine and Acute Care Specialists

February 27-28, 1986

Hawaiian Regent Hotel

Honolulu, Hawaii

Presented by The Johns Hopkins University School of Medicine

Division of Emergency Medicine and Trauma, Department of Surgery

and

Kuakini Medical Center

SYMPOSIUM PROGRAM

Thursday, February 27, 1986
- Emergency Cardiac Pacing Techniques

- Changes in CPR Protocol

- Reimbursement Issues in Emergency Medicine

- Management of PCP Intoxication

- The Alcohol Withdrawal Syndrome

Friday, February 28, 1986
- Pediatric Resuscitation

- Evaluation of Child Abuse

- AIDS in the Emergency Department

- Cervical Spine Trauma

- The Shock-Trauma Approach to

Initial Management of the Multiple

Trauma Patient

- Thoracic Trauma

Featuring distinguished faculty from The Johns Hopkins Medical Institutions, Maryland Institute

for Emergency Medical Services System (MIEMSS), and Ohio State University

REGISTRATION INFORMATION:
To register, call Kuakini Medical Center's Department of Education and Training at (808) 547-9252.

Registration fees are $250.00 for physicians and $125.00 for residents. Registration will be accepted

on a space-available basis.

CONTINUING EDUCATION CREDITS:
This symposium is approved for Categon/ I credits by the Hawaii Medical Association and the

American College of Emergency Physicians.



CLASSIFIED NOTICES

To place a Classified Notice,

call Margie at 521-0021. Cost is

$3.75 per line plus 4% state tax.

4 line minimum, approximately
5 words per line. Payment must
accompany order.

EMPLOYMENT OPPORTUNITIES

Wanted 12 to 16 months of locum tenens

Kihei, AAaui. General primary care medi-

cine. Starting July 1, 1986. Well equipped

office. Call or write Dr. R.G. Buesa (808)

879-7781. 1325 S. Kihei Rd., Kiehi, HI 96753.

City & County of Honolulu
Staff Physician

Salary Negotiable up to $4162. (Monthly)

Conducts physical examinations of pro-

spective and selected C&C employees to

assess fitness to work or return to work
following extended sick leaves; renders
medical services to detainees in Police

Department's cell block; prescribes pro-

phylactic and therapeutic immuniza-
tions as needed; makes pronouncements
of death; provides medical testimony re-

quested by Prosecuting Attorney and
Corporation Counsel. Background in in-

dustrial medicine is desirable. License

to practice medicine in Hawaii is re-

quired. Contact:

Dr. Alma Ching Corn,

City and County Physician
1455 S. Beretania Street

Honolulu, Hawaii 96814

Phone: 943-3576

OFFICES

WAHIAWA AREA
Ideal for the professionals. New 2 story,

elevator equipped, air conditioned with

covered parking area. Flexible suite

sizes. $.80 to $1.00 NNN. Call 622-4354.

RENTALS

KOKO KAI Gorgeous 5 bdrm., 4 baths

executive home with ocean view & inte-

rior solar heated pool. Incl. carpets,

drapes & appliances. 1 yr. lease. G.D.A.
Inc. 395-7522. E. Brown (R) 395-1123.

WHY^
AMA?.

Residents and medical

students now Hava a

strong voice in orga-

I W B i 9 nized madtein©.

nirougti the in the policy

rsTne
--oX y- ^ ^

or wnte: Division o« ^mbe^
535 North Dearborn Street. Chi^

60610 or call collect. (312)
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Miscellany

Fitzpatrick, who had emigrated to

America, returned to Ireland after 40

years. He looked up his old buddy
O’Toole at the local pub and reminisced,

“What happened to McGinty who work-

ed at the brewery?” O’Toole: “He fell

into a huge vat of beer and drowned. ”

Fitzpatrick: “Poor fellow . . . may he

rest in peace.” O’Toole: “Bless his soul

... he even climbed out three times to

urinate. ...” (As told by Frank Rogers)

How do you identify a Chinese man at

a Ronald McDonald nudist colony? He’s

the one with sesame seeds on his buns.

(Anonymous Chinese physician.)

Oncology Conference
We caught the tail end of the lecture

by Abe Nomura of the Japan-Hawaii

Cancer Study on ‘‘Causes of Stomach
Cancer.” He mentioned that vitamins C
and E are antioxidants, which prevent

nitrosamine formation from nitrates and
nitrites. . . . Moderator Glenn Kokame
queried: ‘‘What are the daily recom-

mended doses for vitamins C and E?”
Nomura replied: ‘‘Processed foods, dried

and salted fish, smoked and pickled

foods. ...” Kokame added his favorite

food: ‘‘And Vienna sausage? How about

coffee?” Nomura gladdened our hearts:

‘‘Coffee is not implicated. Even the re-

ports about bladder and pancreatic

cancer have not held up.” Kokame:
‘‘How about post-gastrectomy patients

and gastric CA?” Nomura: ‘‘The in-

cidence is higher in gastrectomy patients,

especially with Bilroth II ... A twofold

higher risk 20 to 25 years later.”

A Voice in

the WiWerness . . .

We are sorely beset by prophets of

gloom who predict that with the rising

malpractice premiums, the physician

surplus, the ceiling on fees, the DRGs,
cost containment, etc., we will be forced

to join HMOs or PPOs, and that the

individual practitioner of medicine is on

the way out. . . . Along came Frank

Rogers, general surgeon and chairman of

the California Delegation to the AMA,
who spoke to a capacity crowd at the

Mabel Smyth Auditorium Nov. 12. He
spoke sans slides and sans his prepared

talk (which he had misplaced on the

plane).

His lecture — with an unimpressive

title: ‘‘Contract Medical Care, or PPO
Unmasked” — struck home. Rogers was

Charlton Heston in the actor’s role of

Moses leading his flock across the Nile

with the pharaoh’s men close behind.

Herein are our fragmentary notes

taken on this auspicious occasion:

‘‘Prepaid health plans were started in

California where all dumb ideas

start. . . . The experience in California

with HMO (fixed-fee, contract medical

care) is a net failure. . . . The traditional

fee-for-service is definitely superior in

terms of quality of care and cost-contain-

ment. . . . The medical profession is un-

der siege. . . . But remember, only you
doctors can deliver medical care. . . . No
one else.

‘‘There are at least 280 separate allied

disciplines, but only you as physicians

can deliver medical care. ... You are the

key. . . . You are waiving your rights

whenever you sign a contract with an

HMO or a PPO. . . . Remember, the

private practice of medicine is under at-

tack. . . . The HMO is an old idea with a

new name. ... It makes assembly-line

physicians of you and discourages and

eliminates innovation.

‘‘The prepaid health plans have been

failures starting with Mr. Lewis (refer-

ring to John L. Lewis, now deceased, of

the United Mine Workers of Ameri-

ca). . . . The reason for the failures is

that the plans are abused and over-

utilized. . . . The PPO is simply another

fixed-fee scheme.

‘‘There are 17 pitfalls and problems to

be considered. . . . Blue Shield and Blue

Cross have a ceiling on the system: Set

fees and payment in full for services

rendered. . . . They survive in California

only because doctors in California bill

for the remainder or difference. . . .

‘‘The HMOs predicted lower morbidi-

ty, early ambulation, and higher health

standards. . . . One year later they had

to double their premium charges, then

collapsed because they included only

1.7% of the elderly. . . . Yet the national

average of elderly patients is 9%.
‘‘The Rand Corporation summarized

its findings as follows: ‘Private office

practice should form the core. ... It is

less expensive and provides better conti-

nuity of care.’

‘‘The various California plans write a

history of failures. ... In some plans,

96% of the cost went into adminis-

tration. Our Kaiser Plan means long

waits, hurried physician care, and dif-

ficulty making appointments . . . 44% of

Kaiser patients go to outside physicians
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for surgery in California.

“The bottom line spells failure of

group prepaid plans. . . . Private prac-

tice is cheaper. . . . Concludes the Rand
Corporation: ‘Fee for service is preferred

and convenient.’. . .

“The federally funded HMOs of

1981-82 will fail in four years. . . . The

fixed-fee plans are still liable to antitrust

suit under the Sherman Act. . . . They

have extraordinary expenses in advertis-

ing, lawyer fees, and administrative

costs.

“The strongest advocates of fixed-fee

medical service want to control you. . . .

If everyone joined PPOs, will there be

more patients? Absolutely not! Even

with the surplus of doctors. . . . Our
common enemy is the federal govern-

ment. . . . First came Medicare in

1966. . . . The cost — billions of

dollars. . . . Started with $3 billion and

next year will be $85 billion. . . . Money
goes into bureaucracy — it hires a mil-

lion employees. . . .

“We have to get free enterprise back

into medical care. . . . Private insurance

can do the job. . . .

“What is the solution? Private physi-

cians must band together for free choice

of medicine. ... Do not enter into con-

tract with the government. . . . You are

the bait . . . the lure for en-
trepreneurs. . . . We should also stand

up for the hospital-based radiologists and

pathologists. . . .

“Every single third-party system jeop-

ardizes the patient/doctor system. . . .

Stand fast! Do not parade into fixed-fee

systems. . . . We physicians are the

beacon of freedom for the rest of the

world!

“Medicine is really doctors taking care

of people on a one-to-one basis. Doctors

are the ones who take care of people, not

health plans. . . . The people are the

same. . . . And, seeking second opinions

is idiotic. . . .

“With PPOs, the cost will go up and
the quality of medicine will go down.
... If doctors did not join, then PPOs
would not work. ... It is the old divide

and conquer strategy. . . . How do we
fight it? Unify and do it now. ... It is

the question of socialism, collectivism vs.

free choice and free enterprise. ...”

(Ed. /Our apologies to Frank Rogers

for our incomplete notes.)

CONTRACTING AND PREFERRED
PROVIDER ORGANIZATIONS

By Frank A. Rogers, MD
(This information is provided as a

means of bringing information on socio-

economic issues to physicians and is not

a statement of policy by HMA on con-

tract medical care.)

Preferred 'Provider Organizations are

models of closed-panel, fixed-free, group

medicine. All plans involve a middleman

VoL. 45, No. 1—January 1986
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Medical Assistants

Registered Nurses
Kahu Malama Nurses, Inc. is a medical temporary agency
employing experienced personnel for on-call assignment to

hospitals, medical offices, and private patients.

• By the hour-day-week-month.

• Completely screened and selected to fit your special needs.

• Orientation, Continuity and Guaranteed Satisfaction.

We are fully responsible for bonding, insurance, taxes, payroll

and employee benefits.

V

526-3761

Kahu Malama Nurses, Inc.

680 Ala Moana Blvd., Suite 412
Honolulu, Hawaii 96813

See Our Yellow Pages Ad under Nurses

BUSINESS ISA
TOUCaiGAIlE.

The mles are complicated. Opportunities easily

missed. Mistakes can be costly. Is yx)ur business packaged

to avoid legal problems? How good are your contracts?

For business legal advice, talk to Elbridge Smith.

He can keep your company on solid legal ground. Call

523 -5050 .

SMITH HL\l\ll':L\l\i\S^'T<?SHIVlX)\’

Atiormys at Law • A Law Corporatuin • 125 Merchant Street ’ Honolulu. Hawaii 96813 • (808) 523-5050

© 1985 Smith Himmelmann & Shklov All rights reserved
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For Information call 521-0021.
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broker. Doctors who contract to provide

medical care with these organizations

waive virtually all rights to independent

decisions and must understand that the

contract is a binding agreement. Fixed-

fee, closed-panel schemes have almost

universally failed to save money or at-

tract patients. Bankruptcy has been the

usual result.

Pitfalls and problems to be considered:

(1) The doctor who joins a PPO signs

a contract which binds him into

treating anyone and everyone as-

signed to the PPO. A physician

must continue to treat patients

even after he resigns until some
change of responsibility is made.

(2) Physicians in PPOs must refer only

to fellow PPO contractors and ad-

mit only to hospitals who have

contracted with a PPO. If a physi-

cian refers to a non-member or

admits a patient to a non-member
hospital, that physician is in breach

of contract and can be liable for all

costs.

(3) Professional liability coverage may
not cover doctors in fixed-fee con-

tract medical care schemes. The
doctor may be liable for enormous
sums should suits be brought in

against the PPO or other members
of the PPO for problems arising

out of decisions made by PPO
claims reviewers.

(4) “Hold harmless” under all PPO
contracts means that one party as-

sumes all of the liability integral to

the contract association. That con-

tractual liability invariably rests

upon the doctor, not the PPO or-

ganizers. The doctor is bound by

the decisions of the utilization re-

view committee hired by the PPO.
(5) Contracts do not guarantee rapid

payment of fees in spite of claims

made by PPO organizers.

(6) Termination clauses make it easy

to get in the PPO and difficult to

get out. The “window of op-

portunity” (to dissolve) may be

narrow and brief. If missed, the

physician may not be able to resign

for 1 year.

(7) Arbitration of disagreements may
also be mandated by contract. Ar-
bitration is not necessarily a money-
saving mechanism since arbitrators

charge $300 to $500 per day, three

arbitrators are required and each

may take 4 to 5 days to hear, re-

view, decide and report. PPOS
may well decide to withhold pay-

ments knowing that physicians will

not spend $5000 to collect $500.

The physician cannot go to court

until contract requirements for ar-

bitration have been fulfilled.

(8) In a PPO or any other contract

medical practice, the “fees” or

payments are the same to all. And
fees are set by the governing board

or the PSRO it hires. There is no
reward for quality.

(9) There is a clear and present risk of

being sued not only by the Federal

Government, but by outside doc-

tors and disgruntled patients. In

civil suits, costs of court can be

enormous and damages, if

awarded, are tripled.

(10) Although PPO (and IPA) pro-

moters say that in these contract

models “there is no shared finan-

cial risk since there is no set

prepayment or capitation fund to

be protected,” there is a major
risk. Every insurance company or

business has a premium or budget
for health care cost. There is a

risk and it is the doctors who have

the liability.

(11) Every group managing or at-

tempting to organize a PPO in-

cludes built-in plans to withhold

money from fees earned by the

doctors — generally 20% — and
will fix the fees by computer. Fix-

ed fees are the fundamental basis

for antitrust action.

(12) Every contract includes the

absolute ingredients of PSRO —
Pre-admission certification, con-

current review by hired nurses or

doctors, claims review, dis-

allowance for some procedures

and denial of payment where your

peers decide not to pay. PRO is

mandatory.

(13) Only the brokers or middleman
board members who plan and
control the system make money.
Their “management fees and le-

gal fees come first.”

(14) The most condemning fact about
the PPO or contract medicine

movement is that it is totally un-

needed.

(15) Only physicians can practice med-
icine and without their total ac-

quiescence not one PPO would be
formed.

(16) There is no guarantee that any
doctor contracting will receive

more patients.

(17) There will be a virtual guarantee

that discrimination will occur by
manipulation of the referral sys-

tem and the payments. This leads

to the historic failure of fixed-fee

contract medical care almost as

much as the lack of freedom of
choice to both the patients and
physicians.

Ethical physicians should avoid fixed-

fee schemes which destroy the doc-

tor/patient relationship. Any scheme or

planned model for health care that inter-

venes or weakens the doctor/patient re-

lationship increases the liability risk. The
firmer the doctor/patient relationship,

the smaller the risk of dissension and
litigation. A fixed fee is the hallmark of
socialized medicine!
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Hawaii’s Finest Medical Office Manager

DataStat can help Hawaii’s

physicians discover cost savings

and increased efficiency through

office automation.

Three reasons to select DataStat
when you automate your office:

With DataStat, your medical

insurance claims can be

submitted automatically. This

means less paperwork and faster

claims turnaround.

We invite you to consider

DataStat, the Professional Office

Management System, by

Integrated Services Incorporated,

an HMSA subsidiary.

Top Quality
With DataStat you get the powerful IBM Personal

Computer XT^" or AT™, the latest in microcomputers

from the most reliable manufacturer of office auto-

mation produots. It’s hardware that meets all the

demands of your practice.

Responsive Service
ISI — Integrated Services Incorporated— an HMSA
subsidiary, has a team of professionals who will teach

you how to use DataStat. And, our trained technicians

will provide you with maintenance and repair

services, if needed.

Stabie Reputation
HMSA has grown up with the health care profession in

Hawaii. We've been with you in the past and you know

you can depend on us to be here in the future.

The perfect combination.
The stability of HMSA . . . the service of ISI . . . the quality of IBM

For a demonstration call 944-3554.



Now, you can
bank on your
computer.

Cash Management for the 80’s.

First Hawaiian closes the gap between

business and banking with the 24-hour,

7-days-a-week Online Business

Banking service.

Now you can use any standard terminal
or microcomputer with telecommunications to:

• Obtain instant access to information about your business
checking or MaxLMizer Money Market accounts at First Hawaiian.

• Find out current balances (both ledger and collected), and
float data.

• Get a detailed report of transactions cleared through your account
any day within the last 45 calendar days.

• Obtain the balances of your accounts at other financial

institutions.

• Find out current foreign exchange rates.

• During business hours (7am to 5pm), instruct us to transfer funds
between any combination of your First Hawaiian MaxiMizer and
checking accounts.

Ask your computer how it works.

Easy step-by-step instructions from the computer make the service
very “user-friendly.” The strictest security is provided, because you
choose your own security code. And you decide who has access,
who can make transfers, and who can authorize them.

Don’t have a computer terminal? No problem. First Hawaiian can
lease you one for a small monthly charge.

For more information, or to arrange a “hands-on” demonstration,
contact the manager of any First Hawaiian branch. Or
call the Business Service Department at 525-8825.

FIRST HAWAIIAN BANK
We say yes to you. Member FDIC
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Otoscopic view of

tympanic membrane in a patient

who did not respond to ampicillin

Same patient after

ten days of Bactrim (trimethoprim

and sulfamethoxazole/Roche) therapy

Copyright © 1985 by Hoffmann-La Roche Inc. All rights reserved



in acute otitis media

> Penetrates and dears middle-ear fluid of susceptible strains

of H. influenzae and S. pneumoniae'

> Reduces evidence of inflammation and bulging eardrum

'

> Results In a reduction of fever, pain and other symptoms
'

'

Active against 86% of H. influenzae in vitro—eyen amoxiclllin-

and ampicillin-resistant strains

Overall, 86% of Haemophilus influenzae strains taken from sputum cultures prove

susceptible in vitro to Bactrim." In one study, 100% of 191 ampicillin-resistant

H. influenzae isolates were susceptible to Bactrim.^ However, in vitro data do not

necessarily correlate with clinical results.

Active against 91% of S. pneumoniae in vitro

In sputum cultures of Streptococcus pneumoniae, the most frequent pathogen in acute

otitis media, 91% of isolates show susceptibility in vitro to Bactrim."

Excellent clinical activity—and economical

In comparative clinical trials in children with acute otitis media, Bactrim h.i.d. was

unsurpassed by ampicillin, amoxicillin or cefaclor.*

And the average cost of Bactrim is lower than that of cefaclor and comparable to that

of ampicillin and amoxicillin.^

Bactrim is indicated in acute otitis media due to susceptible organisms when it offers

an advantage over other antimicrobials. Bactrim is contraindicated in pregnancy,

lactation, infants under two months of age and documented megaloblastic anemia

due to folate deficiency. To date, there are limited data on the safety of repeated use

of Bactrim in children under two years of age.

Cherry-flavored suspension
^

Bactrim Peiliatric4
(trimethoprim and sulfamethoxazole/Roche)

B.I.D. forenhanced compliance.
References 1. Klimek JJ el al: J Pediair Jun 1980 2. Schwart,! RH el al Rev hijeei ni.\ 9:.S|4-51(i. Mar-Apr 1982, 3. Cooper .1. Inman JS, Dawson AF: I’niciiiioner
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Please see summary of product information on the following page.



BACTRIM'" (trimethoprim and sulfamethoxazole/Roche)
Before prescribing, please consult complete product information, a summary of which
follows:

CONTRAINDICAd'IONS: Hypersensitivity to trimethopnm or sulfonamides; docu-
mented megaloblastic anemia due to folate dehciency; pregnancy at term and during the
nursing period; infants less than two months of age.
WARNINGS; FATALITIES ASSOCIATED W ITH THE ADMINISTRATION OF SUL-
FONAMIDES. ALTHOUGH RARE, HAVE OCCURRED DUE TO SEVERE REAC-
TIONS, INCLUDING .STEVENS-JOHN.SON SYNDROME, TOXIC EPIDERMAL
NECROLYSIS, FULMINANT HEPATIC NECROSIS, AGRANULOCYTOSIS, APLAS-
TIC ANEMIA AND OTHER BLOOD DYSCRASIAS.
BACTRIM SHOULD BE DISCONTINUED AT THE FIRST APPEARANCE OF SKIN
RASH OR ANY SIGN OF ADVERSE REACTION. Clinical signs, such as rash, sore
throat, fever, pallor, purpura or jaundice, may be early indications of serious reactions In
rare instances a skin rash may be followed by more severe reactions, such as Stevens-
Johnson syndrome, toxic epidermal necrolysis, hepatic necrosis or serious blood disorder.
Perform complete blood counts frequently
BACTRIM SHOULD NOT BE USED IN THE TREATMENT OF STREPTOCOC-
CAL PHARYNGITIS Clinical studies show that patients with group A |J-hemolytic
streptococcal tonsillopharyngitis have a greater incidence of bacfenologic failure when
treated with Bactrim than with penicillin

PRECAUTIONS:
General: Give with caution to patients with impaired renal or hepatic function, possible
folate deficiency and severe allergy or bronchial asthma In glucose-6-phosphale dehydro-
genase-deficient individuals, hemolysis may occur, frequently dose-related.
Information for Patients: Instruct patients to maintain adequate fluid intake to prevent
crystalluna and stone formation
Laboratory Tests Perform complete blood counts frequently; if a significant reduction in
the count of any formed blood element is noted, discontinue Bactrim Perform urinalyses
with careful microscopic examination and renal function tests during therapy, particularly
for patients with impaired renal function
Drug Interactions: In elderly patients concurrently receiving certain diuretics, primanly
thiazides, an increased incidence of thrombocytopenia with purpura has been reported
Bactrim may prolong the prothrombin time in patients who are receiving the anticoagu-
lant warfarin Keep this in mind when Bactrim is given to patients already on anticoagulant
therapy and reassess coagulation time Bactrim may inhibit the hepatic metabolism of phe-
nytoin Given at a common clinical dosage, it increased the phenytoin half-life by 39% and
decreased the phenytoin metabolic clearance rate by 27%. When giving these drugs con-
currently. be alert tor possible excessive phenytoin effect. Sulfonamides can displace metho-
trexate from plasma protein binding sites, thus increasing free methotrexate concentrations.
Drug/Laboratory Test Interactions: Bactrim, specifically the trimethoprim component, can
interfere with a serum methotrexate assay as determined by the competitive binding
protein technique (CBPA) when a bacterial dihydrofolate reductase is used as the binding
protein. No interference occurs if methotrexate is measured by a radioimmunoassay
(RIA) The presence of trimethoprim and sulfamethoxazole may also interfere with the
Jaffe alkaline picrate reaction assay for creatinine, resulting in overestimations of about
10% m the range of normal values.
Carcinogenesis. Mutagenesis. Impairment of Fertility: Carcinogenesis Long-term studiesm animals to evaluate carcinogenic potential not conducted with Bactrim. Mutagenesis:
Bacterial mutagenic studies not performed with sulfamethoxazole and trimethoprim in
combination Tnmethopnm demonstrated to be nonmutagenic m the Ames assay. No
chromosomal damage observed m human leukocytes in vitro with sulfamethoxazole and
tnmethopnm alone or in combination; concentrations used exceeded blood levels of these
compounds following therapy with Bactrim. Observations of leukocytes obtained from
patients treated with Bactnm revealed no chromosomal abnormalities. Impairment of
Fertility: No adverse effects on fertility or general reproductive performance observed in
rats given oral dosages as high as 70 mg/kg/day tnmethopnm plus 350 mg/kg/day
sulfamethoxazole.

• r at,.
Pregnancy. Teratogenic Effects; Pregnancy Category C. Trimethoprim and sulfamethoxa-
zole may interfere with folic acid metabolism; use during pregnancy only if potential
benefit justifies potential nsk to fetus. Nonteratogenic Effects: See CONTRAINDICA-
TIONS section.

Nursing Mothers: See CONTRAINDICATIONS section
Pediatric Use: Not recommended for infants under two months (see INDICATIONS and
CONTRAINDICATIONS sections).
ADVERSE REACTIONS: Most common are gastrointestinal disturbances (nausea,
vomiting, anorexia) and allergic skin reactions (such as rash and urticaria). FATALITIES

WITH THE ADMINISTRATION OF SULFONAMIDES, ALTHOUGH
RARE, HAVE OCCURRED DUE TO SEVERE REACTIONS, INCLl'DING STEVENS-JOHNSON SYNDROME, TOXIC EPIDERMAL NECROLYSIS. FI LMINANT
HEPATIC NECROSIS, AGRANULOCYTOSIS, APLASTIC ANEMIA AND OTHERBLOOD DYSCRASIAS (SEE WARNINGS SECTION). Hematologic: Agranulocytosis,
aplastic anemia, thrombocytopenia, leukopenia, neutropenia, hemolytic anemia, mega-
loblastic anemia, hypoprothrombinemia, methemoglobinemia, eosinophilia Allergic
Reachom. Stevens-Johnson syndrome, toxic epidermal necrolysis, anaphylaxis, allergic
myocarditis, erythema multiforme, exfoliative dermatitis, angioedema, drug fever chills
Henoch-Schoenicm purpura, serum sickness-like syndrome, generalized allergic reac-
tions, generalized skin eruptions, photosensitivity, conjunctival and scleral injection,
pruritus, urticaria and rash Periarteritis nodosa and systemic lupus erythematosus have
been reported. Gastrointestinal Hepatitis (including cholestatic jaundice and hepatic
necrosis), elevation of serum transaminase and bilirubin, pseudomembranous enterocoli-
Us. pancreatitis, stomatitis, glossitis, nausea, emesis, abdominal pain, diarrhea anorexia
Geniiourinan Renal failure, interstitial nephritis. BUN and serum creatinine elevation,
toxic nephrosis with oliguria and anuria, crystalluna. Neurologic

:

Aseptic meningitis
convulsicins, peripheral neuritis, ataxia, vertigo, tinnitus, headache, ftvc/immc Halluci-
nations, depression, apathy, nervousness Endocrine: Sulfonamides bear certain chemical
similanties to some goitrogens, diuretics (acetazolamide and the thiazides) and oral
hypoglycemic agents; cross-sensitivity may exist Diuresis and hypoglycemia have
occurred rarely m patients receiving sulfonamides. Musculoskeletal: Arthralgia myalgia
Mijcef/uneoiis. Weakness, fatigue, insomnia.

e . e

DOSAGE AND ADMINISTRATION: Not recommended for u.se in infants less than two
months of age.

tract INFECTIONS AND SHIGELLOSIS IN ADULTS AND CHII -

DREN AND ACUTE OTITIS MEDIA IN CHILDREN: Usual adult dosage for urinary
tract infections is one DS tablet, two tablets or four teaspoonfuls (2(1 ml) h i d for 10 to 14
days. Use identical daily dosage for 5 days for shigellosis. Recommended dosage for
children with urinary tract infections or acute otitis media is 8 mg/kg trimethoprim and
4(1 mg/kg sulfamethoxazole per 24 hours, in two divided doses every 12 hours for Ifl days.Use identical daily dosage for 5 days for shigellosis Renal Impaired: Creatinine clearanceabove 30 mPmin, give usual dosage; 15-.30 ml/min. give one-half the usual regimen below
15 ml/min. use not recommended.
ACUTE EXACERBATIONS OF CHRONIC BRONCHITIS IN ADULTS: Usual adultdosage is one DS tablet, two tablets or four teasp. (20 ml) b i d for 14 daysPNEUMOCYSTIS CARINII PNEUMONITIS: Recommended dosage is 20 mg/kgtnmethopnm and 100 mg/kg sulfamethoxazole per 24 hours in equal doses every 6 hours

unrv ci?DD.
'"formation /or suggested children s dosage tableH()W SUPPLIED: DS (double strength) Tablets (160 mg trimethoprim and 800 mg sulfa-

Pa*ks of 7
-

™ Tel-E-Dose* packages of UK); Prescription

I sm"?-
tnmethopnm and 400 mg sulfamethoxazole)— bottles of 100

and 500; Tel-E-Dose» packages of KXI; Presenption Paks of 40. Pediatric Suspemion
(40 mg trimethoprim and 200 mg sulfamethoxazole per teasp J-hottles of 100 ml and
16 oz (1 pint). Suspension (40 mg tnmethopnm and 200 mg sulfamethoxazole per
teasp )—bottles of 16 oz (1 pint).
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Modern Hawaiians and Health
j

By Kekuni Blaisdell, MD

liOwr esteemed professor of medicine at the University of Ha-
.'waii’s John A. Burns School of Medcine, Richard Kekuni
Blaisdell, MD, writes periodically for He Mau Ninau Ola, the

^publication put out by the Office of Hawaiian Affairs. In the

Kepakemapa (September) 1985 issue, Blaisdell philosophizes on
'why modern native Hawaiians are “not as robust” as their

forebears. He does this with facile intermixiing of the Hawaiian

\and English languages, which makes this article in He Mau
\Ninau Ola unique. He has allowed us to separate it into English

\only. Readers who want very much to peruse the original

\version may do so at the JOURNAL’S office. /Ed.

j

Q. E kauka, you make it seem too simple. To solve our health

j

problems, all we Hawaiians need to do is be culturally happy
land get the government to support us. But how does this

improve our health statistics?

I

A. I apologize for misleading you. Our health problems are

i
complex, not simple. Our major health problems vary from

heart disease, cancer, stroke, and high blood pressure to acci-

dents, diabetes, kidney failure and suicide. Other races have

similar health problems, but we Hawaiians have the highest

overall rates for these diseases.

Causal factors also are complex, multiple, interact, and in

some instances are not completely identified. In 1979, a group

of Mainland experts estimated the relative roles of the four main

causal and risk factors of ill health in America to be as follows:

Causal factors Relative Role

1.

Unwholesome lifestyle, e.g., high-fat, high-sugar, and high-

sodium foods; self-abuse with cigarette smoking, alcohol and

drugs; physical inactivity; and stress— 50%.

2. Environmental hazards, e.g., harmful chemicals, accidents,

unsanitary conditions, homelessness, family disruption, aborted

schooling, unemployment, advertising propaganda, and crime

—

20%.

3. Human biological factors, e.g., heredity; obscure cellular and

biochemical mechanisms— 20%.

4. Inadequate health care, e.g, lack of health professionals,

hospitals, medications, immunization, early detection— 10%.

Which of these causal or risk factors apply especially to us

modern Hawaiians, and why are we so vulnerable when our

ancestors, the pre-haole Hawaiians, were so robust?

Answers to these questions are certainly complex, not simple,

i
and we welcome your thinking. The Hawaiian Health Historical

j

and Cultural Task Force of E Ola Mau, a parent health needs

study group, is now considering the following hypotheses:
I • Since the fatal impact of the first foreigners in 1778 and the

i rapid depopulation of our early Hawaiians by introduced infec-

tions and customs, we have almost completely lost our native

culture and language. Our elected, constitutional government
' was overthrown by the landing of U.S. armed forces. Our lands

have been, and continue to be, taken. We are no longer self-

I

sufficient, living off the land and sea, but rather pawns depend-
' ent on and controlled by, multinational overseas business con-
I

^

glomerates.

;

• The majority of us Hawaiians have failed to adapt to the

I dominant haole competitive economic, social, political and

educational culture, which promotes commercial exploitation,

I pollution and destruction of our fragile environment, showy

I

consumption and waste and which continues to demean our

indigenous culture and is insensitive to our people’s needs.

• Yet too many of us Hawaiians have eagerly embraced some
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harmful, haole lifestyle ways, such as faulty nutrition, cigarette

smoking and alcohol.

This unwholesome health assessment is only one dimension of

a conquered and dispirited people who, in our own native land,

are mere remnants of a once proud and thriving oceanic race.

Tentative recommendations to correct this plight include:

1. Input of Hawaiians in all aspects of planning and implemen-
tation.

2. Fostering of na mea pono (Hawaiian moral values and
practices) beginning with our goals. These goals are defined in

our traditional holistic terms of pursuit of meaningful lives

through unified, harmonious interaction of spirit with body,

intellect, emotions, family, family guardians, and world, nature

and environment rather than merely improved health statistics.

3. Support of government, schools, industry, labor and commu-
nications media in the return, and preservation, of productive

Hawaiian lands, self-determination, self-sufficiency, health

education within the family, training of culturally sensitive

Hawaiian health professionals, and culture-awareness training

of non-Hawaiians.

Details of these and other complex proposals will be presented

in future columns. Meanwhile, e ha‘awi mai nei i ninau ola,

ke‘olu‘olu.

Are You Healthy? Part II

“Every physician’s office is a cancer detection center,’’ the

American Cancer Society will emphatically agree.

Probably because of the pressures generated in the waiting

room, a lot of physicians don’t have the time to follow that

dictum. This applies to the generalist, the family physician, the

internist and the pediatrician — the so-called “primary care’’

physicians.

However, even the specialists can and should be cognizant of

the importance of a “whole person’’ periodic evaluation, even

though he might presume that the referring physician took care

of that and merely wants special attention to a special part of

the patient’s anatomy. If a specialist, on the other hand, does

find himself in the position of being the primary physician to a

patient, who is usually self-referred, it behooves him, in serious

cases, to refer that patient to a PMD (his or her private or

“primary” medical doctor) for that comprehensive medical

evaluation. Some of the best surgeons, for example, indeed do

that — much to their credit.

All too often, it seems a surgeon or gynecologist will ask for a

quick cardiac check prior to contemplated surgery. We get by

with that, but it isn’t the best we can do. How much better

would it not be to have the PMD write up the complete H & PE!

It would quiet the “second opinion” furor, for one thing.

Another aspect to the evaluation of the whole person is

exemplified by the case of a walk-in patient with skin cancer, the

excision of which, for one reason or another, might entail a

major procedure. How does it reflect on our profession when a

big deal is made of this in a 90-year-old man who is dying of

gastric cancer? His family, much less he himself, might never

have mentioned the underlying agonal occurrence!

And, what of the patient who comes in faithfully, periodically

for a monitoring of hypertension or diabetes? The chart grows

in thickness; the years go by; the patient is not asked and does

not volunteer symptoms that she thinks are irrelevant to the

blood pressure? Or, what if symptoms have not appeared as

yet? Suddenly, one looks back in the chart: The last complete H
& PE was recorded five long years ago. Lo and behold! This

woman has a fungating cervical cancer long past the curative

stage!

Repeat: Every doctor’s office should be a cancer detection

center.

J.I. Frederick Reppun, MD
Editor
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Enjoying cocktails before dinner are, from left, Robert Corn, Calvin Sia, MD, Alma HMA President Russell T. Stodd, MD,
Corn, MD, Henry Yim, MD, and Calvin Kam, MD. left, congratulates incoming HCMS

President Philip McNamee, MD.

HCMS Annual Christmas Party and Installation of Officers

Oahu Country Club Christmas buffet

featured all kinds of delectables includ-

ing prime rib, roast turkey and
mahimahi.

From left, James Lumeng, MD, HCMS Program Committee Chairman; Russell T.

Stodd, MD, HMA President; and new officers of Honolulu County Medical Society:

President-elect John McDonnell, MD; Treasurer Hing Hua Chun, MD; Secretary
Ronald Peroff, MD; Immediate Past President Allan R. Kunimoto, MD; and Presi-

dent Philip McNamee, MD.
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Every commercial project has a different story. There are 50-story towers. And 1 -story office buildings.

But when it comes to financing, some things remain constant. Like First Interstate Bank. You can .

always count on us for personal service. Flexible terms. Competitive rates. Quick approvals. .jm
And, we can draw on the strength of First Interstate Bancorp.

For more information, call Robert Okubo at 525-7837, or Jim Wayman at 525-7815.

In the meantime, take a look at a few of our success stories. ^

^ f \ 111 Ni,. r
financed the Liliha Medical1 . We financed 5,100 square 2 . We financed the Windsurfer

feet of new office space for

Marcus & Associates, Honolulu.

The property value has been
appraised at $410,000.

condominiums. Each of the five

units has 1,128 square feet, and
the project has been appraised

at $1,945,000.

Office Building; a 24,398 square

foot health care facility appraised

at $3,400,000.

MEMBER FDIC



Having trouble commu-
nicating at the office?

oneofour
analysts.

Talk to Augie Apicerno.

Augie loves to discuss

problems.

Almost as much as he

loves to solve them.

As a field rep for our

business systems, he does
plenty of both.

"Listening comes first.

Then listening some more.

Find out whata business'

real needs are, then design

a system to meet them."

That's Augie talking

(and listening).

In ten years on the job,

his sympathetic ear and
analytical mind have
updated and upgraded
just about every kind of

business in Hawaii.

Often without upping

expenses.

If your business is ready
fora littleanalysis,talkto

Augie. Or any other Ha-
waiian Tel representative.

It just might bring you
peace of mind.

HAWAIIAN TEL nm
Beyond the call



. . herpes on Kauai

The Patterns of Herpesvirus Infection in a

Multiracial Population

Kauai County, Hawaii, 1981-1985

Susan Brinkworth*

David J. Elpern, MD**

Herpesvirus infections are commonly seen by physicians of all disciplines.

These disorders are of considerable interest because genital herpes is perceived

to be a significant problem for the young, sexually active population.

Previous studies of genital herpes that included ethnicity did show a

Caucasian predilection, but this fact has not been stressed.'' ^ Over the past

few years, we have noticed that herpes simplex infections are more commonly

encountered in Caucasians than in the other racial groups represented in

Hawaii.

Herein, we report an epidemiological study of herpesvirus infections seen

over 51 months in a dermatologic practice on Kauai, Hawaii.

Materials and Methods

Since March of 1981 the cutaneous

diagnoses of all patients seen in the sen-

ior author’s (DJE) dermatology practice

on Kauai, Hawaii, have been entered in a

registry. Demographic material is col-

lected on each patient as previously de-

scribed.

^

Kauai County is the most northern and

western of the major Hawaiian Islands

and includes the Islands of Kauai and

Niihau. The 1980 U.S. Census lists the

resident population as 39,082. Table 1

gives the racial breakdown.

This practice provides the only spe-

cialized dermatologic care on Kauai;

presumably, it includes a representative

sampling of the island’s population. The

reader should understand that most

herpetic opthalmologic infections were

seen in the eye clinic and that a large

number of females with genital herpes

simplex (HSV-G) infections were seen in

the obstetrics-gynecology clinic, rather

than in the authors’ office.

All diagnoses coded as HSV-genital

(HSV-G), HSV-oral (HSV-O), HSV-oth-
er than oral or genital (HSV-Other) and

herpes zoster (HZ), were studied. Pa-

* Susan Brinkworth, University of British Columb-
ia, 5959 Student Union Mall, Vancouver, British

Columbia.

•• David J. Elpern, MD, Assistant Clinical

Professor, John A, Burns School of Medicine &
Kauai Medical Group, 3420-B Kuhio Hwy., Lihue,

Hawaii.

Address correspondence to David J. Elpern, MD, at

above address.
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tients with varicella were specifically ex-

cluded because the dermatology practice

does not see a representative sampling.

(Tourists were specifically excluded.)

Diagnoses of herpes simplex or herpes

zoster are, for the most part, made
clinically; however, Tzanck smears and

viral cultures were frequently utilized in

the practice. No patients were given de-

finitive diagnoses on the basis of

equivocal findings. Liberal use was made
of terms such as Dermatitis Not Oth-

erwise Specified, and Genital Ulcer Not

Otherwise Specified to avoid inaccuracies

in the database.

Patients were classified as Caucasian,

Filipino, Japanese, Hawaiian or part-Ha-

waiian and Other. The latter group in-

cluded those whose ethnic background

was not one of the previous four, but

were patients of mixed descent, i.e.

Japanese-Caucasian, Japanese-Filipino,

etc. Persons of Spanish/Portuguese

ancestry were included in the Caucasian

category.

Results

During a 51 -month period beginning

March 1, 1981, 441 Kauai residents were

diagnosed as having herpesvirus infec-

tion. (See Table 2.)

Table 3 depicts the number of herpes

simplex and herpes zoster infections en-

countered in the various ethnic groups. A
marked prevalence among Caucasians is

noted for HSV infections, approximately

15 times greater than what was seen in

the other ethnic groups for HSV-G, six

times for HSV-O, and eight times for

HSV-Total. This difference was not ob-

served in the cases of herpes zoster.

The greatest number of HSV infections

diagnosed were in patients aged 15 to 44

years. (See Table 4.) This age group rep-

resents 92.6% of the cases for HSV-G,
70.9% for HSV-O and 89.6% for HSV-

TABLE 1.

Kauai Population

U.S. Census, 1980

Race Number % of Total

Caucasian 11,147 28.5

Filipino 10,237 26.2

Japanese 9,775 25.0

Hawaiian and part-Hawaiian 5,704 14.6

Other 2,219 5.7



Total. A detailed analysis of 91 of the

108 patients with HSV-G demonstrated

the site of involvement to be the buttocks
Table 2.

in 30% of the cases. The remaining 17 Number of Herpesvirus Infections

patients with HSV-G were not included March 1981 to May 1985
in this analysis, as the exact site of infec-

tion was not recorded. Eighty-five per-
Male Female Total

HSV-Total 113 157 270cent of the patients with herpes of the

buttocks were female. HSV-Genital 60 48 108

Figure 1 depicts the site of involvement HSV-Oral 40 87 127

of HSV-Other. HSV-Other 13 22 35
HZ is fairly uniformly distributed

among all the age groups, except that the

incidence is low from years 0 to 14 and

HZ 89 82 171

years 75 and over. (See Table 4.) The
trigeminal nerve, the single most com-
mon nerve involved, was affected in 18%
of the HZ patients. Table 5 depicts the

site of involvement by dermatome.

Discussion

An epidemiological study may have im-

portant implications for the diagnosis

and prevention of disease. It may also be

of particular importance for such socially

transmitted diseases as herpes simplex.

This study of the number of herpesvirus

infections on Kauai raises some impor-

tant questions, not all of which are an-

swerable at this time.

In Kauai’s island population, ethnic

differences in the number of cases were
observed for herpesvirus infections other

than herpes zoster. Caucasians presented

the most cases of HSV-G, HSV-O, and
HSV-Other; herpes zoster was relatively

equally distributed among Kauai’s ethnic

groups.

HSV infection is contracted by people
of all ages all over the world as evidenced

by serological testing. 5 Examining sera

of the different ethnic groups on Kauai
would provide a means of determining

whether some races are more commonly
infected with HSV than others.

The predominance of herpes simplex

infection among Caucasians on Kauai
could be due to sociological, genetic or

other factors. A more detailed, as yet

unpublished, study (DJE) of some of

these patients, three-quarters of whom
are Caucasian, shows that approximately

half contracted HSV-O and HSV-Other
outside the state of Hawaii, while just

under a third contracted HSV-G outside

Hawaii.

Age may represent another factor.

Herpes simplex infections were most
commonly seen in patients aged 15-44

years. Fifty-three percent of the Cau-
casian population of Kauai is within this

age range; corresponding values for the

other races are much lower.*

The effects of ultraviolet radiation on
the immune system may partially explain

the high number of HSV cases seen in

Caucasians. Both long and short ul-

traviolet light severely impairs im-
mune recognition of certain antigens.''

Individials concurrently exposed to ul-

traviolet radiation and herpes simplex in-

Table 3.

Ethnic Distribution of Herpesvirus Infections

Ethnicity HSV-Total
O/E*

HSV-G
O/E

HSV-O
O/E

HZ
O/E

Caucasian Mini 85/31 74/36 51/49
Filipino

Hawaiian and
15/71 5/28 7/33 39/45

part-Hawaiian 26/39 3/16 19/19 15/25
Japanese 20/67 5/27 12/32 49/43
Other 32/15 10/6 15/7 17/10
•Observed/Expecled.

Table 4.

Age Distribution of Herpes Infection

March 1981 to May 1985

Age HSV-Total HSV-G HSV-O HZ
0-14 22 2 14 8

15-29 124 56 51 42
30-44 91 44 39 37
45-59 17 4 12 23
60-74 13 2 9 47
75 + 3 0 2 14

Table 5.

HZ Infection by Dermatome
March 1981 to May 1985

Site Number % of Total

Cranial 31 18

Cervical 31 18

Thoracic 74 44
Lumbar 24 14
Sacral 10 6
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fection may be more susceptible to the

latter. Ultraviolet light may also have a

systemic effect on viral latency.’ Cau-

casians, who possess less melanin

than the other ethnic groups, may be

more susceptible to both the local and

systemic effects of ultraviolet light,

predisposing them to HSV infection and
recurrence. In particular, this effect

would account for the increase in the

number of Caucasians who developed re-

current disease, as compared with the

lower incidence in the more heavily

pigmented racial groups. This hypothesis

should be easy to investigate by se-

rological testing.

Previous studies which specifically dis-

cuss HSV-Other could not be located, yet

13% of our patients presented with infec-

tion at a site other than oral or genital.

Sites of involvement included the ex-

tremities as well as the trunk. These re-

sults should serve as a reminder that

herpes simplex can occur on virtually any

part of the body, but is usually found in

sites commonly traumatized and exposed

to infected contacts.

The racial distribution of herpes zoster

cannot be segregated in the same manner
as in the cases of HSV infection. The
data is similar to an earlier study which

found no sexual, social or racial predilec-

tion for herpes zoster.* Since herpes

zoster and HSV infection are caused by

related viruses, one interpretation is that

HSV patients are not as likely to see a

physician as are herpes zoster patients.

Alternatively, Caucasians may be more

susceptible to HSV infection, or recur-

rence of HSV, whereas all groups have

equal exposure to HZ infection.

In addition, the present study found

the number of herpes zoster infections

among younger age groups to be much
higher than previously reported.*’ ’ Al-

though herpes zoster has been associated

with advancing age,'” the number of

cases did not increase as markedly after

the third decade as earlier studies had

noted.’ Our study also found the number
of cases among younger age groups to be

as high as or higher than among some of

the older age groups, two possible con-

clusions can be drawn: (a) These results

may represent an artifact; or (b) previous

study samples have been skewed for

some reason.

In conclusion, HSV infections other

than HZ are more commonly en-

countered among Caucasians than
among other racial groups on Kauai.

This may relate to infection, but it is also

possible that the Caucasian predilection

may be related to an increased frequency

of recurrent disease in this group. The
role of ultraviolet light as a local or

systemic immunosuppressive agent on the

skin could possibly explain this.

Serological testing of persons of different

age and racial groups on Kauai for anti-

bodies to HSV-I and HSV-II would help

to clarify this problem. It is fascinating

and significant that HZ does not follow

the same pattern. This tends to lend more
credence to the ethnic differences noted

for HSV infections, and to detract from

the possibility that our findings represent

artifacts such as peculiarities of the

cohort that was studied.
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Membership News
There are no new members this month.

Glen Stahl was re-elected to Active mem-
bership after completing 150 hours of

approved CME. April Sasaki was re-

elected to Affiliate membership for 1986.

Ken Steinweg was recently promoted to

Lieutenant Colonel; he is chief of the

Family Practice Department at Tripler as

well as the director of the Family Prac-

tice Residency Program there. Con-
gratulations to all!

Special congratulations must go to Les

Vasconcellos, who celebrated his 70th

birthday in a very meaningful way. His
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wife, Madalin, and their children ar-

ranged a truly different surprise party for

him. When he arrived, he was greeted by

a large number of friends and former

patients and especially by the “babies”

he delivered during the many years he

practiced in Honolulu. There was much
evidence of the special relationship he

had with his patients, perhaps even more
telling because Vasconcellos has been re-

tired for the past 10 years! Varian Sloan,

a longtime friend, presented him with his

35-year membership pin on behalf of the

Academy of Family Physicians.
Vasconcellos was instrumental in char-

tering the Hawaii chapter in 1951 and

was its first president. Again we con-

gratulate him and wish him many more
years of happiness in his retirement.

Council News
The Executive Council endorsed the

following slate of officers, delegates, and
councilors for 1986: president (and al-

ready elected) — Lincoln Luke; presi-

dent-elect — Don Farrell; secretary —
Jennifer Frank; and treasurer — Lily

Ning. Councilors through 1988 — John
Aoki, Paul Esaki (Kauai), and Fred Rep-
pun; Councilor through 1987 (for Lily

Ning) — Sandra Penn; Councilor

through 1986 (for Jim Tsuji) — Ken
Steinweg. Delegate through 1987 — Lily

Ning; alternate delegates — Nate Wong,
through 1987, and Bernard Chun,
through 1986.

Nominations are still open. If you have

a suggestion, please call 235-31 15. Elec-

tions will take place during the annual

banquet on Feb. 23 at the Hilton Hawai-

ian Village.

The council has spent much time lately

discussing problems with ICU privileges

encountered by family physicians in Ho-
nolulu hospitals. Meetings are being con-

ducted with the hospital administrative

bodies and input is being obtained from

the national Academy as well as the ap-

propriate residency review committee.

We will provide updates as the situation

develops.

Annual Meeting
Last call for the HAFP Annual Meet-

ing and Seminar, Feb. 22 and 23 at the

Hilton Hawaiian Village. Orthopedics

and rheumatology are the topics for the

scientific session, with special emphasis

on office management. The seminar has

been approved for 10 hours of CME
credit. Please mail your registrations

right away or call 235-31 15 if you need

more information.
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Hawaii’s Finest Medical Office Manager

DataStat can help Hawaii's

physicians discover cost savings

and increased efficiency through

office automation.

Three reasons to select DataStat
when you automate your office:

With DataStat, your medioal

insurance claims can be

submitted automatically. This

means less paperwork and faster

claims turnaround.

We invite you to consider

DataStat, the Professional Office

Management System, by

Integrated Services Incorporated,

an HMSA subsidiary.

Top Quality
With DataStat you get the powerful IBM Personal

Computer XT™ or AT^“, the latest in microcomputers

from the most reliable manufacturer of offioe auto-

mation products. It's hardware that meets all the

demands of your practioe.

Responsive Service
ISI — Integrated Services Incorporated — an HMSA
subsidiary, has a team of professionals who will teach

you how to use DataStat. And, our trained technicians

will provide you with maintenance and repair

services, if needed.

Stable Reputation
HMSA has grown up with the health care profession in

Hawaii. We've been with you in the past and you know

you oan depend on us to be here in the future.

The perfect combination.
The stability of HMSA . . . the service of ISI . . . the quality of IBM.

For a demonstration oall 944-3554.

The Professional Office Management System by ISI, an HMSA Subsidiary.



... a first in Hawaii

Immune Thrombocytopenia in a Heterosexual

Male Hemophiliac

Jan M. Johnston, MD, Eugene Yanagihara, MD, William

Morioka, MD, Howard Chait, MD, Arwin Diwan, Ph.D.,

Jeffrey Nakamura, MD

This patient as you will note developed idiopathic thrombocytopenic

purpura in association with hemophilia A, as well as concurrent HTLV-III
antibody serconversion. He was treated with a combination of corticosteroids

and splenectomy and had a successful therapeutic response to splenectomy.

This is the first case of a hemophiliac in Hawaii with HTL V-lII seropositivity,

as well as thrombocytopenia of immune origin. We feel this is an important

case to be documented in the literature, as this patient vvos successfully

managed with the splenectomy.

Introduction

This is the first report in Hawaii of the

occurrence of immune thrombocytopenic

purpura, reversed T-helper to suppressor

lymphocyte cell ratio, and HTLV-111
seroconversion in a 30-year-old heter-

osexual male hemophiliac. The syn-

drome of idiopathic thrombocytopenic

purpura (ITP) typically has occurred in

women, but most recently has been as-

sociated with classic hemophilia' and in

homosexual men. 2 . 3 Indirect evidence has

suggested that the Acquired Immune De-

ficiency Syndrome (AIDS) can be trans-

mitted via Factor Vlll concentrates, put-

ting hemophiliacs in a high-risk group to

acquire AIDS. Epidemiological evidence

implicates a blood-borne pathogen, a ret-

rovirus, HTLV-llI, to be the cause of

AIDS. 3 This report summarizes the

clinical studies and successful manage-

ment of this HTLV-llI-associated throm-

bocytopenia by corticosteroids and
splenectomy.

Case Report

The patient is a 30-year-old heterosex-

ual male of Filipino extraction with a

history of severe hemophilia-A, com-

plicated by multiple joint deformities sec-

ondary to hemorrhages and a prior sub-

dural bleed in April 1983. He requires

Factor VIII infusions approximately six

Depariments of Medicine and Surgery, Kuakini Med-
ical Center; University of Hawaii, John A. Burns

School of Medicine
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times a month. He has no history of

intravenous drug abuse.

In July 1984, he was noted, as an

outpatient, to be thrombocytopenic with

a platelet count of 60,000, which then fell

to 37,000 in August. A bone marrow
examination was remarkable for ade-

quate numbers of megakaryocytes.
Platelet-associated IgG titer was elevated

at 24,974, with a normal titer being less

than 8,000. The patient was treated with

Danazol and his platelet count was main-

tained in a range of 42,000 to 62,000 over

the ensuing months. Additional studies

done as an outpatient included a normal

total serum complement, negative ANA,
elevated immune complexes with a level

of 753 (normal 250, intermediate 50 to

100, and elevated greater than 100, and

negative hepatitis-B surface antigen. The
helper/suppressor cell ratio was re-

versed at 0.76 (normal greater than 1.5).

The patient was admitted to Kuakini

Medical Center in October 1984 with a

frontal headache of one week’s duration.

There was no history of trauma, fevers,

vomiting, paresthesias, weakness, or vis-

ual disturbances.

Physical examination revealed an alert,

though slightly anxious, young man
wearing leg braces. Blood pressure was

142/100, P 80, R 20. Temperature was
99.1. There were no skin lesions. Exami-

nation of the head and neck revealed no
evidence of trauma, and the fundi were

normal. The neurological system was in-

tact and the remainder of his examina-

tion, other than his Joint deformities,

was within normal limits.

Laboratory studies showed a hemo-

globin of 14.3, Hct 42.7, WBC 5.5

with 69% segs, 19% lymphs (absolute

count = 1,045), 11% monos, 1% eo.

Platelet count was 63,000. Prothrombin

time was 12.7 with a control of 12.2;

partial thromboplastin time was 85 with

a control of 29. The assay for HTVL-III
antibody was positive. HTLV-1 anti-

bodies were not detected.

Computerized tomography of the head
revealed a small acute subdural he-

matoma along the right side of the

tentorium. Because of the patient’s previ-

ous intracerebral hemorrhage, cerebral

angiograms were obtained. These showed

no evidence of an aneurysm or arte-

riovenous malformation, thus excluding

any underlying congenital abnormality.

The patient was treated with Factor

VIII infusions to maintain his Factor

VIII level near 100%. His headache de-

creased in severity and a repeat CT head

scan five days after admission showed no

change in the size of the hematoma. The
patient was discharged in stable condi-

tion on the sixth day of his hospital stay.

On Jan. 19, 1985, the patient was read-

mitted, again with a chief complaint of a

severe headache. Platelet count was

59.000. CT-Scan of the head showed a

marked left-to-right shift with a fron-

toparietal subdural hematoma. He was

treated with mannitol and with platelet

transfusions. Because of his elevated

platelet-associated IgG titer, a trial of

steroids was instituted with a rise in his

platelet count to 102,000. He underwent

splenectomy on Jan. 30, 1985, after

which his steroids were rapidly tapered

down. Platelet count response was dra-

matic, and prior to discharge it was
465.000. In addition, his subdural
hematoma had resolved.

A summary of his platelet count

response to a variety of treatment modal-
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FIGURE 1.

ities is shown in Figure 1.

Discussion

As previously mentioned, the syn-

drome of idiopathic thrombocytopenic

purpura typically has occurred in wom-
en, but most recently has been associated

with classic hemophilia' and in homosex-

ual men. 2' ^ Five patients with classic

hemophilia developed ITP, and three of

them were found to have impaired cell-

mediated immunity.' All five patients

had increased amounts of platelet-as-

sociated IgG; four patients were treated

favorably with prednisone, and the fifth

responded to splenectomy. A causal rela-

tionship between lyophilized Factor Vlll

and ITP has yet to be determined.

HTLV-III antibodies were not examined

in these patients.

In addition, autoimmune throm-
bocytopenic purpura was studied in

homosexual men who had no evidence of

Kaposi’s sarcoma or opportunistic infec-

tions.^ However, they did have a history

of numerous viral, drug, and sexual con-

tacts. The homosexual group was noted

to have relative lymphopenia, hypogam-
maglobulinemia, and elevated circulating

immune complexes as compared to a

control group of women with classic

ITP. Both groups responded to cor-

ticosteroids or splenectomy.

A second study investigated the mecha-

nism for ITP in homosexual men.^ The
authors concluded that the throm-
bocytopenia in homosexual men was re-

lated to non-specific deposition of com-
plement and immune complexes on

platelets in contrast to simply antiplatelet

IgG directed against platelet antigenic

components as seen in normal controls

with classic ITP. The homosexual patient

had elevated serum levels of immune
complexes, a 3.8-fold higher level of

platelet-bound IgG, and a 4.2-fold higher

level of platelet-bound complement when
compared with controls.

The mechanism of thrombocytopenia

in this patient with hemophilia remains

undetermined, but it is presumably re-

lated to his exposure to HTLV-III. He
has antiplatelet antibody, as well as

elevated circulating immune complexes.

Immune-complex disease or antiplatelet

antibodies both might be e.xpected to re-

spond to corticosteroids or a splenec-

tomy. Particularly gratifying is this pa-

tient’s response to these therapies.

As of Oct. 15, 1984, 48 cases of AIDS
had been reported to have occurred

among hemophilia-A patients.^ Three of

these patients are known to have risk

factors for AIDS other than hemophilia.

The incidence rate of the clinical mani-

festations of AIDS are 3.6 cases/1,000

hemophilia-A patients and 0.61

cases/ 1,000 hemophilia-B patients.

The immune system of otherwise

healthy hemophiliacs who received

lyophilized antihemophiliac factor con-

centrates, or cryoprecipitate, has been

examined and found to be impaired.

When compared with controls, hemo-
philiacs treated with Factor VIII had a

relative decrease in helper T-cells, a rela-

tive and absolute increase in suppressor

cells, and a depressed helper/suppressor

T-cell ratio. In addition, they had

diminished lymphocyte proliferative

responses and depressed natural killer

cell activity. Hemophiliacs treated with

cryoprecipitate did not have differences

in lymphocyte counts, cell surface

markers, or functions when compared
with controls.

A Canadian study has substantiated

this evidence though its hemophiliac pa-

tients treated with cryoprecipitate were

found to be anergic.® Patients with AIDS
were noted to have a further magnitude

of immunological impairment with

absolute decreases in helper T-cells and

absolute increases in suppressor cells.

Whether those hemophiliacs with altered

cell-mediated immunity will proceed to

develop opportunistic infection and the

full spectrum of AIDS remains to be

determined.

Conclusions

Although our patient has a reversed T-

helper suppressor-cell ratio, relative

lymphopenia, HTLV-III seroconversion,

and is a member of a high-risk group, he

is presently without a history of fevers

and recurrent life-threatening infections.

He does have cervical lymphadenopathy
and weight loss. The human retrovirus,

HTLV-III, causes AIDS: however, only

half of 66% of otherwise asymptomatic

hemophiliacs with functional im-
munodeficiency were found to be
seropositive for HTLV-III,^ implying,

perhaps, the presence of additional fac-

tors for the development of AIDS. A
recent study showed that 85% of 21 pa-

tients with Hemophilia-A in a California

clinic had HTLV-III antibody in 1981,

1982, or 1983.’ The investigators noted

that seroconversion in hemophiliacs

began shortly after the AIDS epidemic

took place among homosexual and in-

travenous drug users, supporting the fact

that HTLV-III is the etiologic agent of

AIDS. Whether seropositivity means the

patient is infected with the virus and will

contact AIDS, or whether he is im-

munized against AIDS, is as yet un-

determined. Our patient will be
monitored from now on for the develop-

ment of opportunistic infections or ma-
lignant diseases. He is the first

hemophiliac in Hawaii with throm-

bocytopenia who has been identified and
managed successfully with corticosteroids

and splenectomy.
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Are Your COLLECTIONS over 95%?
You are losing money. Improved medical billing practices can
increase your cash flow.

The best medical practices consistently collect 98 to 99%.

To calculate your collection ratio, divide total collections

for the last six months by net total billings for the same per-
iod. Net total billings is your total charges minus courtesy
discounts and DSS, HMSA, and Medicare credit adjustments.

Are Your RECEIVABLES under 3 months?
NO Your billing system needs improvement. Improved medical billing

practices can reduce your accounts receivable.

YES The best medical practices consistently have under 2 1/2 months
of accounts receivable.

Don’t Know calculate your accounts receivable ratio, add up all of your
accounts receivable on a given date and divide it by your aver-
age monthly total charges.

Free Billing Evaluation

Call for a free evaluation of your medical billing system. This evaluation includes

calculating your collection ratio and accounts receivable ratio, suggestions for

improvement (which can be implemented manually), and a proposal on how a computerized
medical billing system’ can improve your cash flow. Our concern is finding solutions to

your billing needs.

For more INFORMATION, call BILL LIGGETT at 521-2397.

Pacific Professional Management Systems, Inc.

NO

YES

Don’t Know

PPMS 1 188 Bishop St. Suite 3010 Honolulu, Hawaii 96813 Ph. 521-2397



Consider the
causative organisms. .

.

250-mg Pulvules® t.i.d.

offers effectiveness against
the major causes of bacterial bronchitis

H. influenzae, H. influenzae, S. pneumoniae, S. pyogenes
(ampicillin-susceptible) (ampicillin-resistant)

Brief Summary Consult Ihe package literaiure lor prescribing

inlormailon

Indications and Usage Cecior icetacloi Lilly) is indicated m ine

Keaimeni of the following mleciions when caused by susceptible

strains ol the designated microorganisms

Lower respiratory inlections . including pneumonia caused by

Slreptococcus pneumoniae iDiplococcus pneumoniae). HaemopP
iius intiuemae. and S pyogenes (group A beta-nemolytic

streptococci)

Appropiiaie culture and susceptibility studies should be

performed to determine susceptibility of the causative organism

to Cecior

Contraindication Cecior is conlraindicated in patients with known
allergy lo the cephalosporin group of antibiotics

Warnings IN PENICILLIN SENSITIVE PATIENTS CEPHALO-
SPORIN ANTIBIOTICS SHOULD BE ADMINISTERED CAUTIOUSLY
THERE IS CLINICAL AND LABORATORY EVIDENCE OF PARTIAL

CROSS-ALLERGENICITY OF THE PENICILLINS AND THE
CEPHALOSPORINS, AND THERE ARE INSTANCES IN WHICH
PATIENTS HAVE HAD REACTIONS. INCLUDING ANAPHYLAXIS
TO BOTH DRUG CLASSES

Antibiotics, including Cecior. should be administered cautiously

to any patient who has demonstrated some lorm of allergy,

particularly to drugs

Pseudomembranous colitis has been reported with virtually all

broad-spectrum antibiotics (including macrolides. semisynthetic

penicillins, and cephalosporins), therefore, it is important to

consider its diagnosis m patients who develop diarrhea in

association with the use of antibiotics Such colitis may range

in seventy from mild to life-ihreaiening

Treatment with broad-spectrum antibiotics alters the normal

flora ol ihe colon and may permit overgrowth ol Clostridia Studies

indicate thai a toiin produced by Closindium chtliciie is one

primary cause ol aniibioiic-associaied colitis

Mild cases of pseudomembranous colitis usually respond

to drug discontinuance alone in moderaie to severe cases,

management should include sigmoidoscopy, appropnaie

bacierioiogic studies, and fluid, electrolyte, and protein supple-

mentation When the colitis does not improve after the drug has

been discontinued, or when n is severe, oral vancomycin is the

drug of choice (or antibiotic-associated pseudomembranous
colitis produced by C aiihcile Other causes of colitis should

be ruled out

Precautions Genersi Precauiions - It an allergic reaction to

Cecior ‘ (cefaclor. Lilly) occurs, the drug should be discontinued,

and. if necessary, the patient should be treated with appropriate

agents, e g .
pressor amines, antihistamines, or corticosteroids

Prolonged use of Cecior may result in the overgrowth ol

nonsusceptible organisms Careful observation ol the patient is

essential If supennlection occurs during therapy, appropriate

measures should be taken

Positive direct Coombs' tests have been reported during treat-

ment with the cephalosporin antibiotics In hematologic studies

or in transfusion cross-matching procedures when antiglobulin

tests are performed on the minor side or m Coombs' testing ol

newborns whose mothers have received cephalosporin antibiotics

before parturition, it should be recognized that a positive

Coombs lest may be due to the drug

Cecior shoutd be administered with caution in the presence of

markedly impaired renal (unction Under such conditions, careful

clinical observation and laboratory studies should be made

because sale dosage may be lower than that usually recommended

As a result of administration of Cecior. a latse-positive reaction

lor glucose m the urine may occur This has been observed with

Benedict's and Fehlmg's solutions and also with Clinitest'

tablets but not with Tes-Tape' (Glucose Enzymatic Test Strip.

USP. Lilly)

Broad-spectrum antibiotics should be prescribed with caution in

individuals wiih a history ol gastrointestinal disease, particularly

colitis

Usage m Piegnancy - Pregnancy Category B - Reproduction

studies have been performed in mice and rats at doses up to 12

limes the human dose and in ferreis given three times the maximum

human dose and have revealed no evidence ol impaired fertility

or harm to the letus due to Cecior There are however, no

adequate and well-conirolled studies in pregnant women
Because animat reproduction studies are not always predictive

ol human response, this drug should be used during pregnancy

only it clearly needed

Nursing Mothers - Small amounts ol Cecior (cefaclor. Lilly)

have been delected in mother's milk lollowing administration of

single SOO-mg doses Average levels were 0 16. 0.20. 0 21
.
and

0 16 mcg/ml at two. three, (our. and live hours respectively

Trace amounts were detected at one hour The effect on nursing

infants is noi known Caution should be exercised when Cecior

IS administered to a nursing woman
Usage in Children - Safety and effectiveness of this product lor

use in infants less than one month of age have not been established

Adverse Reactions: Adverse effects considered related to therapy

with Cecior are uncommon and are listed below

Gasiroinieslinal symptoms occur in about 2 5 percent of

patients and include diarrhea (1 in 70)

Symptoms of pseudomembranous colitis may appear either

during or alter antibiotic treatment Nausea and vomiting have

been reported rarely

Hypersensitwty reactions have been reported in about 1 5

percent of patients and include morbiliform eruptions (1 in 100)

Pruritus, urticaria, and positive Coombs tests each occur in less

than 1 m 200 patients Cases of serum-sickness-like reactions

(erythema muititorme or the above skin manifestations accompanied

by arthritis/arthralgia ami. frequently, feveri have been reported

These reactions are apparently due to hypersensitivity and have

usually occurred during or following a second course of therapy

with Cecior Such reactions have been reported more frequently

in children than in adults Signs and symptoms usually occur a few

days after initiation of therapy and subside within a tew days

after cessation ol therapy No serious sequelae have been reported

Aniihistamines and corticosteroids appear to enhance resolution

of the syndrome

Cases of anaphylaxis have been reported, half of which have

occurred in patients with a history of penicillin allergy

Other effects considered related to therapy included

eosinophilia (1 in 50 patients) and genital pruritus or vaginitis

(less than 1 in 100 patients)

Causal Relationship Uncertain - Transitory abnormalities in

clinical laboratory lest results have been reported Although they

were of uncertain etiology, they are listed below to serve as

alerting information tor the physician

Hepatic - Slight elevations in SCOT SGPT. or alkaline

phosphatase values (1 in 40)

Hematopoietic - Transient fluctuations in leukocyte count,

predominanlly lymphocytosis occurring in infants and young

children (1 m 40)

Rena/ - Slight elevations in BUN or serum creatinine (less than

1 in 500) or abnormal urinalysis (less than 1 in 200)

(061782RI

Note Cecior* (cefaclor. Lilly) is contraindicated in patients

with known allergy to the cephalosporins and should be given

cautiously to penicillin-allergic patients

Penicillin is the usual drug of choice in the treatment and

prevention ol streptococcal infections, including the prophylaxis

of rheumatic lever See prescribing information

C1984. ELI LILLY AND COMPANY

Apdiimal intormaiion available lo

the profession on reguest from

Pii Lilly and Company
Indianapolis Indiana 46285

Ell Lilly lidHStrtes, Inc

Carolina Puerto Rico 00630



Auxiliary Names
New Officers

At the 1985 Annual Session held Dec.

12, 1985, at the Kahala Hilton Hotel, the

new officers for the 1986 HMA Auxiliary

Council were installed. They include;

Ella Edwards (John) — president; Edith

Don (Andrew) and Gwen Fu (Denis) —
vice presidents for administration; Joyce

Chuang (Katok) — vice president for

historical matters; Kathy Oldfather

(Timothy) — vice president for secre-

tarial matters; and Bonnie DeJournett

(Richard) — vice president for finance.

Participating in the installation was

Mary Kay McPhee, 1985-86 president of

the American Medical Association Aux-

iliary.

A special tribute in the form of a

resolution was made to Florence Goto

(Unoji) for her many years of dedicated

service to the Auxiliary.

Ella Edwards, above left, Mary Kay McPhee, above right, and new HMA Auxiliary

Officers, bottom left to right, Emily Callan, 1985 HCMS Auxiliary President; Ella

Edwards, 1986 HMA Auxiliary President; Bonnie DeJournett, 1986 HCMS Auxiliary

President; and Lila Johnson, 1985 HMA Auxiliary President, were featured guests at

the Auxiliary’s December Annual Session at the Kahala Hilton Hotel.
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Life in these Parts . . .

We are happy to learn that our beloved

founding editor, Harry L. Arnold Jr.,

who now lives in San Francisco, had a

mild CVA or a TIA in June but has

recovered fully and is as active as ever

(per Fred Reppun).

Ruminations . . . The seat belt law

became effective Dec. 15. As we reached

awkwardly for our shoulder strap for the

umpteenth time while traveling 50 mph
on the freeway, we wondered if the new
law may not contribute to more acci-

dents. Certainly there must be others like

us who never used seat belts before.

Habits are difficult to change. . . .

Sportsmen

The annual HCMS Golf Tournament
was held the afternoon of Wednesday,
Sept. 18, at Kaneohe Marine Corps Air

Station with more than 90 participants

present. Tournament directors Ron Perry

and William Dang managed to hustle

enough prizes for everyone. . . . When
the dust finally settled, Neil Shibuya was
low net with a 59. Eugene Matsuyama
was low gross with 74. Ron Perry was
second low net with a 60. Tied at net 66

were Paul Sunahara and Richard Ho.
The real star of the tournament was Bill

Morioka, who chipped in his birdie on
the ninth hole to win the use of a $37,000

Jaguar for a year. He had to pay gift tax

and insurance and has the option to pur-

chase the Jaguar for $27,0(X). . . .

The annual HMA Golf Tournament
was held Sunday, Oct. 13, at Keauhou
Kona with 65 golfers on hand. Mike
Okihiro was low gross with 79. Tied for

low net at 68 were Wayne Nadamoto and
Frank Fukunaga. Coolidge Wakai was
third with a net 70 and Ray Wong fourth

with a net 72. . . .

Professional Moves
The Year of the Ox has come and gone

and we are in deep trouble. . . . Let us

now reach back to the month of Febru-

ary for several announcements: A Barry

Odegaard relocated to The Ala Moana
Medical Clinic, Inc. at 1441 Kapiolani

Blvd., Suite 415; orthopod Thomas
Owens relocated from Suite 904 to Suite

407 at the Queen’s POB and internist

Hiram Liko Kwai-Heen Young joined

the Waimea Clinic on Kauai at its Eleele

Dispensary. . . .

In March, FACOG James Lyons open-

ed his office in the Kahuku Family

Health Center; psychiatrist Richard
Jacobson opened in the King Kalakaua
Center; and, on the Garden Isle, Conrad
Miller replaced Robert Freeman in his

Haleko Clinic, Lihue.

April found pulmonologist Bruce Soil

relocating to the Queen’s POB Suite 709;

pediatric hematologist Robert Wilkinson

opened at 1319 Punahou St., Suite 1050;

Steven MacBride, former professor of

medicine at the University of Chicago,

joined the Straub Clinic in Kailua and
gastroenterologist Rodney Kazama open-

ed his offices at 419 Uluniu St., Kailua,

and 1520 Liliha St., Suite 701, Honolulu.
On Maui, Ronald Kwon (adult and
adolescent medicine) opened at 1827

Wells St., Wailuku. In Kona,
dermatologist Timothy Knight opened at

Kailua Trade Center. . . .

In May, rheumatologist Roger Ogata
moved to Kuakini Medical Plaza, Suite

709, and internist Glenn Uto relocated

his medical arts office to his main office

at Kuakini Medical Plaza, Suite 607.

Plastic surgeon Guido Lozada opened his

office at Kapiolani; anesthesiologist Nan-
cy Reierson joined Ralph Suetsugu and
Alan Suyama at Century Square, Suite

1205 and OB-Gyn man Victor Chang
opened a Honolulu office at 801 Kaheka
and a Pearl City office at 850 Kam Hwy.
In West Hawaii, internist Pachnee
Pathomvanich relocated to Kuakini Pro-

fessional Plaza, Suite 100.

June and July, the traditionally busy

months, lived up to their billing. Internist

Laurie Lee joined The Medical Clinic at

Holiday Mart Honolulu and Holiday
Mart Pearl City; eye man O.D. Pink-

erton closed his Wahiawa office and
opened full-time at Kaheka Professional

Center, Suite 427; fellow eye man Shigemi

Sugiki relocated to Suite 714, Queen’s
POB; internist Stephen Wee and pediatri-

cian Theresa Young Wee opened at the

Wahiawa General Hospital’s Waipio
Gentry Medical Clinic. On Kauai, or-

thopod Conrad Clifford joined the Kauai
Medical Group and fellow orthopod
Thomas Grollman relocated to 4381 Ku-
kui Grove St., Suite 3, Lihue. On Maui,
OB-Gyn man Michael Kim opened at 31

Kamehameha Ave., Kahului; Mark
Walton closed his office, and Wolfgang
Pfaeltzer announced his retirement. In

West Hawaii, cardiologist Morton Berk

and Roy Nagle moved to the Kainaliu

Center. . . .

In July, dermatologist Ned Stoughton

opened at 302 California Ave., Suite 102,

and OB-Gyn man Ronald Ayabe joined

Nihal DeSilva at the Aiea Medical Build-

ing. On Kauai, OB-Gyn person Nadine

Clapp and urologist Vincent Ortolano

joined the Kauai Medical Group. . . .

And internist Edwin Yee joined the

Chock-Pang Clinic; hematologist-on-

cologist Gordon Nakano opened at

Queen’s POB, Suite 804; dermatologist

Paul Takiguchi opened at the Pearlridge

Bank of Hawaii Building, Suite 627; eye

man Jon Portis and orthopod Terry Ver-

noy joined The Fronk Clinic; derma-

tologist Douglas Johnson opened at

Queen’s POB, Suite 401, orthopod Clif-

ford Lau and pediatric gastroenterologist

Ken Nagamori joined the Honolulu Med-
ical Group; rheumatologist Panu Lim-
pisvasti opened at 1520 Liliha St., Suite

702. On Maui, OB-Gyn person Coleen

Inouye opened at Kihei Physicians, 1325

S. Kihei Rd., and at Maui Clinic, 53

Puunene Ave., Kahului. On the Kona
coast, Jonathan James and Edward Sil-

ver relocated to the Village Professional

Plaza, Suite 101, 75-5759 Kuakini
Hwy. . . .

August was unusually slow. The Fronk

Clinic added OB-Gyn man Robert Allin,

GI man Richard Marina, and internist

Christopher Mathews. Cardiovascular

surgeon Dean Nakamura joined Richard

Mamiya at the Queen’s POB, Suite 710,

and OB-Gyn man Nathan Fujita joined

the Central Medical Clinic at KMP. West
Hawaii is where the action is. Gunars
Medins closed his office and surgeon

Alistair Bairos joined the Kona Medical

Associates. In Hilo, pediatrician Wanda
Meurs joined the Hilo Medical
Group. . . .

RBC Data
Re: MCV and RDW
The featured speaker was a displaced

Irishman from North Dakota School of

Medicine with the moniker Patrick C.J.

Ward. He is massive physically and in-

tellectually and has his own brand of

humor. “My mother told me when I left

Ireland many years ago, ‘Watch those

Americans. . . . They may have tumors,

brain disease, one leg, etc., etc., but the

only thing that bothers them is loose

stools!’ ’’ A 75-year-old Swede had loose

stools and the admitting diagnosis “ir-

ritable bowel syndrome.’’ His MCV was
over 123.5 and RDW 17.6. The smear
showed oval normocytes which could

mean B12 deficiency. Folate deficiency

or myelodysplastic syndrome. Serum B12
was less than 100, serum folate and RBC
folate were WNL. Gem: “You must do
all three studies — 45 to 70% of all

hospital patients have low serum folates.

They are not eating, and serum folate is a

poor index. . . . One must do a RBC
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folate — 60% of patients with B12 defi-

ciency have low RBC folate.”

An 81 -year-old man had three shots of

whiskey per day since age 20 “no more,

no less” and a 10-year history of im-

balance. But he was fine till one month
PTA, when he started to see his wife

(deceased 18 months) coming through the

bedroom wall with a meat cleaver. MCV
and RDW were normal, but the neu-

rologist still ran a serum B12, which was
very low while serum and RBC folates

were WNL. “Neurologists do B12 studies

on those who even slow down on the

streets. Most neurologists cannot even

spell Schilling (test), but they made the

correct diagnosis in this case of B12
Madness or B12 Lunacy. ...”

A 25-year-old black man came to the

U.S four years ago from Liberia to study

and he got into an auto accident. The
RBC data showed low MCV (66.4) and
high RDW (15.7). DDx: Thalassemia or

Fe-deficiency anemia? Fe and TBC were
WNL and serum ferritin slightly low.

“Early Fe deficiency in Liberia? Look
for a trail of blood in the sand dunes.”
Eosinophil count was elevated (648)

which is 12%. . . .

“Physicians cannot add or multiply so

we give them absolute numbers. Per-

centages cause a lot of confusion in phy-

sicians. The stool showed Necator Amer-
icanus. You could listen to the slide and
even hear a hum as the parasites jumped
over each other.”

A 74-year-old woman, known to be
alcoholic, was admitted with chills, fre-

quency and dysuria of two weeks’ dura-

tion. She had an elevated MCV (104.7)

and normal RDW. Gem: “An elevated

MCV is the best index for an alcoholic.

Folate deficiency is rare in alcoholics.

MCV elevation is a direct effect of alco-

hol on the marrow. Serum Fe, serum
folate and RBC folate were WNL, which
is typical for alcoholics. ...”
A 28-year-old homosexual from Los

Angeles was admitted for weakness,
dizziness, headaches and photophobia.
Both syphilis and herpes were found and

Over t:he
Editor’s
Desk

he was considered a candidate for having

AIDS. Ward ad-libbed, “This was a

lovely man . . . would have been a good
candidate for hospital administrator.”

The RBC data showed HB, low HCT,
high MCV and high RDW (33.5). “All

garbage data — the only reliable data are

the Hb and RDW.” the RBC slide show-
ed a classic curve for cold agglutinins.

Dx: “Clump platelets.” (Clumping due
to cold agglutinins.)

A 35-year-old man with a long history

of CML went into an acute myelo-

monocytic phase which quickly re-

lapsed and became totally refractory to

further chemotherapy. On “D-6” (Neat

way of saying days before dying), his

morning and afternoon RBC data show-
ed totally different curves. “Akinecytosis

in the Morning! What a great title for a

book.” Ward waxed poetic. The most
common cause for the discrepancy is bad
drying. He feels that fat techs cannot

properly air-dry slides and poor drying

shows increased targeting. . . .

The drying, however, was done by a

thin, cadaveric tech ... he had drawn
blood with the hyperalimentation line

open. . .

.

Between cases, Tom Reppun, Kaiser

pathologist, showed his own data on mi-

crocytosis with elevated RDWs: Rep-
pun’s series were as follows: Thalassemia

48%; Fe-deficiency 94%; other hemo-
globinopathies 38%; chronic disease

100%. (RDW normal range is 11.6 to

14.8%.)

Personalities

We have often referred to Ralph
Cloward as our peripatetic Honolulu
neurosurgeon because he was forever off

to some distant part of the world lectur-

ing and demonstrating his surgical tech-

niques and his feats of mercy had be-

come legend, i.e. until 10 or 15 years

ago, when we stopped hearing of his

activities. So we wrongly figured that our

favorite neurosurgeon had semi-retired.

One evening after Frank Roger’s lecture

on “Contract Medical Care” we walked
out of Mabel Smyth auditorium with Dr.

Cloward and casually asked what he was
doing these days. Less than a week later,

his nurse of 45 years, Edith Yoshioka,

sent us brochures of his current activities.

We learned that he conducted a PLIF
workshop at QMC on Sept. 26 through

28 with 115 surgeons from all over the

world attending. This was PLIF Work-
shop IV, and the third conducted in Ha-
waii since 1981.

What is PLIF? Thought you would
never ask. PLIF is the technique Cloward
invented 40 years ago. It stands for Pos-

terior Lumbar Interbody Fusion. As
Cloward puts it, “Now, younger neu-

rosurgeons and orthopods are looking at

this ‘old’ procedure and wanting to learn

it
”

Next, he was lecturing at the 35th An-
nual Meeting of the Congress of Neu-
rosurgical Surgeons Sept. 30 to Oct. 4 in

Waikiki on “Anterior Approaches to the

Cervical Spine,” “Spinal stabilization,”

“Lumbar Spinal stenosis,” “Posterior

Lumbar Interbody Fusion,” etc. Then
off to Caesar’s Palace Hotel, Las Vegas,

where the American Academy of Neu-
rological and Orthopedic Medicine &
Surgery had its 1985 scientific convention

on Oct. 17 to 22.

Cloward was the Presidential Guest

Lecturer and gave talks on lumbar spinal

stenosis, spinal nerve decompression us-

ing MIDAS-REX, PLIF and anterior

cervical fusion of cervical disc disease.

(The 1985 president of the academy was
Straub’s Kenneth K. Nakano, MD, FAA
NaOS-C and Ray Taniguchi spoke on
surgical treatment of hemifacial spasm at

the Congress meeting.)

Well, this indefatigable neurosurgeon

with the bald pate hasn’t aged a day since

30 years ago when we scrubbed for him
at Queen’s. He is still the same dynamo
and innovator. The Las Vegas program
carries this quote by Nabokov: “Without
fantasy, there is no science; without fact,

there is no art.” Somehow the quote
personifies Ralph Cloward’s inventive ge-

nius. . . .

A RECENT ISSUE OF MEDICAL LET-
TER DISCUSSES THE NEW INJEC-
TIBLE DRUG LEUPROLIDE FOR
PALLIATION OF ADVANCED
PROSTATIC CANCER. However, the

drug costs the pharmacist $131.25 for a

14-day supply, as compared with 25 cents

a day for DES. MEDICAL LETTER
concludes: For palliation of advanced

prostate cancer in previously untreated

patients, injected leuprolide appears to

be as effective as estrogen and better

tolerated, but it is expensive. The new
drug is much less effective on patients

previously treated with estrogens or or-

chiectomy. Symptoms may worsen dur-

ing the first weeks of treatment with

leuprolide.

A RECENT COMPARISON OF THE
COSTS OF DPT VACCINE FOR THE
PRIMARY IMMUNIZATION OF IN-

FANTS AGAINST SUCH LIFE-
THREATENING DISEASES AS
DIPHTHERIA, PERTUSSIS AND
TETANUS points up the effect on the

family’s pocketbook of the products lia-

bility suits epidemic in this country the

past several years.

A 7.5 ml vial of DPT (15 doses) that

cost an astronomical $46.20 in April 1985

now costs $70.75 — an increase of 65%.
This is nearly $5 a dose, and does not

include charges for administering it.

A windfall to one means a rise in costs

to all!
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LRH ANALOGUES ARE OPENING A
NEW ERA IN PALLIATIVE TREAT-
MENT OF ADVANCED PROSTATIC
CANCER. An enthusiastic audience of

urologists, oncologists and endocri-

nologists gathered in Japan to hear about

the latest developments in the hormonal

treatment of advanced cancer of the

prostate.

Interest in the newest class of en-

docrine agents — analogues of luteiniz-

ing hormone releasing hormone (LHRH)
— knows no international boundaries; in

many countries around the world, includ-

ing the United States, cancer of the

prostate is one of the leading causes of

cancer deaths in males.

The chairman of the workshop session.

Dr. Marc B. Garnick of the Harvard

Medical School and Dana-Farber Cancer

Institute in Boston, Mass., put hormonal

therapy in perspective: “Leuprolide is

therapeutically equivalent to DES for ob-

jective response, time to treatment fail-

ure, and overall survival. Leuprolide

maintains castrate levels of T and DHT
indefinitely. Leuprolide produces fewer

side effects, and they are of a less serious

nature than those of DES.”
Patients assigned to DES experienced

more painful gynecomastia, nausea and

vomiting, edema, and thromboembolism
than those on leuprolide. (Note: Leu-

prolide, given 1 mg daily for a long

period of time, is very, very expen-

sive. /ed.)

RECOMBINANT DNA PRODUCTS A
POSSIBLE KEY TO REPLACING EX-
ISTING ANTIARTHRITIC DRUGS.
To relieve arthritis, a disease that affects

joints between bones, 35 million Ameri-

cans spend $2.5 billion a year on prod-

ucts ranging from aspirin to expensive

prescription drugs. New drugs that can

be produced by recombinant DNA
(rDNA) techniques, also known as gene

splicing and genetic engineering, may re-

place some of these drugs. The recombi-

nant products promise no cures, but they

may be more effective and have fewer

harmful side effects than those currently

available.

(Genetic Technology News covers all the

latest developments in the field of recom-

binant DNA, including medical,
chemical, agricultural, and food appli-

cations. GTN is available from Technical

Insights, Inc., P.O. Box 1304, Fort Lee,

N.J. 07024, or by calling (201)
568-4744. /Ed.)

BIOHYTECH HAS INTRODUCED A
NEW AFP TEST KIT FOR MEDICAL
LAB USE. A new serum alpha-fetopro-

tein (AFP) test kit that offers 50 ®7o

greater accuracy than radioimmunoassay

tests for AFP, as well as safety and time-

and labor-saving advantages, is being in-

troduced by BioHyTech International,

Inc.

Measurement of AFP levels in the

blood serum of pregnant women gives

physicians a simple and non-invasive

means of screening for birth defects.

Elevated levels of AFP in the mother’s

blood may indicate the presence of fetal

neural tube defects, anencephaly or other

disorders. Unusually low AFP levels may
indicate placental insufficiency, which

can result in physical and mental de-

velopment problems associated with low

birth weight and defects such as Down’s

Syndrome. High AFP levels in the blood

of non-pregnant adults can be indicators

of ovarian, testicular or hepatic cancers.

In the tests, the kit showed near zero

level of false negative results and a 1.5 %
rate of false positive results in tests ad-

minstered to 15,828 patients.

The technology for the BioHyTech
product stems from monoclonal antibody

research done by Dr. Hanoch Slor,

BioHyTech’s senior vice president for re-

search and development. Dr. Slor also is

chairman of the Department of Human
Genetics and director of the Laboratory

of Human Genetics at the Sackler School

of Medicine of Tel Aviv University.

Additional information on BioHy-
Tech’s AFP test kit can be obtained by

contacting Raymond Willis at BioHy-
Tech International, Inc., 35 E. Wacker
Dr., Suite 2374, Chicago, 111. 60601.

Kaheka
Rufessional

Center
OUTSTANDING

MEDICAL OFFICE SPACE
Kaheka Professional Center

centrally located at 1481 S. King St.

has been completely upgraded to

suit the needs of today’s professionals.

Conveniently close

to major hospitals and the University,

the New Kaheka Professional Center

offers a predominantly medical-dental building

with 35 doctors/dentists, 5 laboratories,

pharmacy and radiologist,

quality office space at attractive rates,

flexible terms, and
access to 240 parking stalls.

For information on available office space call:

Smith Development Corp 524-5417
Lynn Tilton, Ltd. 523-8623

0immm

)e, Any
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"" p,„ate floors

FRESH NEW ENGLAND
CUISINE

Lunch
11:00 am‘2:00 pm

Dinner

5 00-10:00 pm

Champagne Brunch
Saturday & Sunday
10:00 am-2:00 pm

Moonlight Suppers
Thurs. Fri, & Sat

10:00 pm- 12:00 pm

Cocktails till Midnight

WINDOWS OF HAWAII
BROILER IN THE SKY

atop the Ala Moana Building

at Ala Moana Center

^941-9138
I
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HMSA Answers

Physicians’

Questions

Q: Please explain how HMSA decides

(hat some procedures are not acceptable

for payment under the plan because they

are “experimental.” This seems to apply

quite often to new methods of diagnoses

or treatment involving new technologies

and to some surgical procedures which

have been successful here and elsewhere.

A: To be covered by HMSA health

plans, all services must follow standard

medical practice. This means that most

physicians in the nation regard the serv-

ice as safe and effective. If a service is in

its trial stages (e.g., “experimental” or

“investigative”) the service is not consid-

ered standard medical practice.

HMSA gathers information from sev-

eral sources in its determination of “ex-

perimental” or “investigative” services.

These include published reports from the

federal Health Care Financing .Adminis-

tration and the Food and Drug Adminis-

tration, the national Blue Cross and Blue

Shield Association (which receives direct

input from the American Medical As-

sociation and other national specialty so-

cieties), surveys of individual Mainland
Blue Cross and Blue Shield Plans, and
consultants with local specialty physi-

cians.

Q: When a new medical, surgical, or

diagnostic procedure is introduced into

the HMSA benefit structure, how is the

allowance determined?

A: When a service is performed for the

first time in Hawaii or so infrequently

that an eligible charge is not available,

HMSA’s medical directors determine the

eligible charge by comparing the com-
plexity of the infrequent service with sim-

ilar, frequent services. Additionally, oth-

er Blue Cross and Blue Shield plans are

surveyed to determine the degree of com-
plexity established in other areas. A na-

tionwide problem has been the establish-

ment of high fees for new procedures at

the time when skills and procedures are

still being developed, with no subsequent

reduction in fees when they become rou-

tine and established.

The HMA/HMSA Ad Hoc Committee regu-

larly submits questions posed by practicing

physicians to HMSA. Readers are invited to

comment — and to submit questions to the

committee. Questions and answers are pub-

lished as space permits.
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<TT) MICRQDYNE
COMPUTER SYSTEMS, INC

tailoring

MEDICAL MANAGER

For YOUR Needs!

TM

• Over 20 Hawaii Installations • Installed Base Over 2 Years

— COMPUTER EXPERIENCE SINCE 1961 —

524-1 740 Systems Plus Inc

Medical Manager is a trademark of

Personalized Programming Inc

667 ALA MOANA BLVD SUITE 400 HONOLULU, HAWAII 96813

BUSINESS
fAXVEWAR.

People disajjree. Communications break down.
Can a settlement be negotiated, or do you have to use the

courts?

Talk to ILlbridge Smith. He has a track record

for resolving business disputes. He will vigorously pursue
all remedies,available. Put power on your case.

Call 523-5050.

S.\IITH [ll.\L\lll.\lW^c<>S[llvIl)\

Altortnys at Lan- • .1 Law Corporation • 125 Mcn hant Strert • lionolulu. Hawaii 96S13 • (HOH) 523-5050

© 19H5 Smith Himnwtmann d: Shklov All ri^hh reserved
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Medical Assistants

Registered Nurses
Kahu Malama Nurses, Inc. is a medical temporary agency
employing experienced personnel for on-call assignment to

hospitals, medical offices, and private patients.

• By the hour-day-week-month.

• Completely screened and selected to fit your special needs.

• Orientation, Continuity and Guaranteed Satisfaction.

We are fully responsible for bonding, insurance, taxes, payroll

and employee benefits.

526-3761

Kahu Malama Nurses, Inc.

680 Ala Moana Blvd., Suite 412
Honolulu, Hawaii 96813

See Our Yellow Pages Ad under Nurses

THE Orchid Express
Room & Car

G Kona Surf Resort

$3450
Plus tax
per person,
double
occupa ncy

INCLUDING A NATIONAL
CAR RENTAL AUTOMOBILE
(Meals, airfare, gasoline, optional coverages, gratuities

not included in tour price. Car use dag is 24 hours.)

NationalCar Rental

Isn’t it time for a Kona Holiday?
It’s yours now at the beautiful Kona
Surf Re-sorf. Be treated to Orchid
Service ... a flower lei greeting

. . . orchids in your riwm . . . and
complimentary afternoon cham-
pagne. There’s golf, tennis, exciting

water activities, and great dining.

For reservations, see your travel agent or call:

GKona Surf Resort
& Convention Center

Toll Free from Oahu, or Collect from Kauai, Molokai, Lanai, or Maui

524-7200
Some Restrictions Apply

Book
Reviews

Cardiorespiratory Disorders During
Sleep, R.J. Martin, MD, 323 pp. Futura
Publishing Co., Inc., Mount Kisco, New
York, 1984.

Disorders of sleep are common and
present themselves clinically in many un-

expected ways, such as in systemic hyper-

tension, polycythemia, and respiratory

failure. Numerous similar publications

are available and one might ask what this

one has to offer. It is written by an
investigator in clinical practice, who
shares with the reader excellent ill-

ustrative patient histories against a back-

ground of the literature. The section on
nocturnal asthma is particularly well-

done.

There is extensive use of tables, fig-

ures, graphs, and one or two photo-

graphs. References are extensive and
timely and the index is adequate.

A few minor criticisms could be made.
The style is rather awkward, with repeti-

tious use of the same words. Occasion-

ally, a large table and two or three lines

of text share a page, or a table is split

over two pages for little apparent reason

and results in confusion.

In balance, this book is recommended
for pediatricians, generalists, and
pulmonary specialists.

Douglas G. Massey, MD
John A. Burns School of Medicine

Assistant Editor

HAWAII MEDICAL JOURNAL

How to Edit a Scientific Journal, C.T.
Bishop, 138 pp. ISI Press, Philadelphia,

1984. $14.95.

Although this small book is purported-
ly written for a select circle of readers,

those who wish to know what goes on in

the editorial office of a scientific journal,

it contains a wealth of practical informa-

tion for anyone who wishes to ensure

that the local medical journal is up to

snuff.

On the basis of 17 years of experience

as the editor of 12 journals, the author
addresses such questions as: Who should
be an editor? How should references be

;

selected? What is the role of the editorial
|

board? To what extent should editors be '

involved in publishing functions such as
1

copy editing, financial management, dis-

tribution, and marketing?

Directly stemming from these answers,

it is the basis for quality of a journal as

an instrument of education and informa-

tion. The author’s answers are directly :

and indirectly based on the premise that
i
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the “editors of seientific journals must

be aetive scientists whose main activity is

research.”

The style is easy and well laced with

humor, allowing one to skim the book in

an hour or so.

This small paperback admirably fulfills

its stated function.

D.G. Massey, MD
John A. Burns School of Medicine

Assistant Editor

Hawaii medical journal

Current Emergency Diagnosis & Thera-

py, Second Edition, John Mills, MD,
Mary T. Ho, MD, Patricia R. Salber,

MD, and Donald D. Trunkey, MD
(Eds.), 864 pp. Lange Medical Publi-

cations, Los Altos, Calif., 1985. $28 (pa-

perback).

This publication is one of a series self-

described as “A Concise Medical Library

for Practitioner and Student.” As with

other Lange publications, there is a stud-

ied use of outline format, illustrations,

tables, and flow charts.

Of necessity, the emphasis is on

breadth as well as clinical application.

Along with a wide variety of clinical

topics ranging from prehospital care and

burns to environmental and infectious

disease emergencies, there are chapters

on emergency department design, legal

aspects, and emergency procedures. In

the interest of brevity the authors avoid

research and treatment controversies but

as a result treatment recommendations at

times appear dogmatic. Chapters end

with a list of relevant selected references.

The text is an easily read, concise ref-

erence ideal for house staff, generalists,

and subspecialists, but emergency physi-

cians will need supplements. The infor-

mal format makes frequent updates like-

ly and these should include contributions

from board certified emergency spe-

cialists and a chapter on the evolution

and professional organization of emerg-

ency medicine.

Wesley K.W. Young, MD, F.A.C.E.P.

Kaiser-Permanente

CLASSIFIED NOTICES

OFFICES

HILO-DAILY SPACE
Prime medical space in private profes-

sional building. Call Honolulu 528-1776.

WAHIAWA AREA
Ideal for the professionals. New 2 story,

elevator equipped, air conditioned with
covered parking area. Flexible suite

sizes. $.80 to $1.00 NNN. Call 622-4354.

KUAKINI MEDICAL PLAZA
Two rooms available for sublease.

Up to 1180 sf. Subspecialist preferred.

Call 528-1634 after 5 PM on weekdays.

Tax-free plus! Call today!

HAWAIIAN
TAX-FREE TRUST

IT’S WHERE THE SMART
MONEY IS GOING

If you’re wondering where all the smart money is going these

days, the answer is . . . it's staining home.

That’s because now. thanks to HAWAIIAN TAX-FREE
TRUST, you can earn high income and keep it all* by

investing in this local fund designed especially for Hawaii

residents.

The trust is a mutual fund which invests in Hawaii tax-

exempt municipal bonds— the kind of bonds that finance

hospitals, roads, and schools throughout our State. What
this means for you is income tax-free from State of Hawaii

and Federal income taxes.

HAWAIIAN TAX-FREE TRUST for Akamai Investors

FOR MORE INFORMATION

Contact Your Local Investment Broker
OR CALL

1 -800-228-4227
TOLL-FREE FROM HAWAII 7 DAYS A WEEK, 24 HOURS A DAY

Aquila Distributors, Inc .
200 Park Avenue, New York NY 10017

You will be sent free descriptive material and a prospectus containing more complete infor-

mation including management fees and expenses. Read carefully before you invest or send money.

INVESTMENT ADVISOR

Hawaiian Trust Company, Limited

Share net asset value is not fixed and varies with interest rale fluctuations 'Under

certain circumstances, some income may be subject to State and Federal Tax

If you do
business in

Hawaii . .

.

and find it valuable to know
who’s suing who or who’s get-

ting hit with tax liens, going

bankrupt, getting incorporated,

selling property, being dis-

solved, or getting promoted

. . . we have
news for you

BUSINESS
SS’SW®

For information call 521-0021.
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CALENDAR OF ACCREDITED
EVENTS-CATEGORY 1

Accredited Programs of CME allow one unit of AMA credit for

each hour of instruction excluding all “breaks.” Some programs

also are accredited for AAFP prescribed credit.

LOCAL ACCREDITED PROGRAMS
ONGOING

For a complete list of ongoing programs, please refer to the

September 1985 issue of the HAWAII MEDICAL JOURNAL.
Further information is available through the individual institu-

tions or through the HMA’s CME Department.

SPECIAL EVENTS
All special events should be confirmed with the CME program
sponsors, as cancellations are not necessarily reported to the

HAWAII MEDICAL JOURNAL.

Feb. 5,

1986

Human Values and Family Health Care, March
of Dimes, Janet Huff, RN, 600 Kapiolani Blvd.,

Honolulu 96813, (808) 536-1045. Location: Hale

Koa Hotel.

Feb. 7,

1986

Genetic Decisions: Problems and Promises,

March of Dimes and DOH/MCH Branch,

Janet Huff, RN, 600 Kapiolani Blvd., Honolulu

96813, (808) 536-1045. Location: Hale Koa Ho-
tel.

Feb. 8-14,

1986

Perinatal Medicine, University of Southern Cali-

fornia, School of Medicine, Postgraduate Divi-

sion, 2025 Zonal Ave., Los Angeles, Calif.

90033. Location: Royal Lahaina Hotel, Maui.

Feb. 9-13,

1986

14th Annual Obstetric Anesthesia Conference,

Ohio State University, Arlene Rogers, Depart-

ment of Anesthesiology, Ohio State University

Hospital, 410 West 10th Ave., Columbus, Ohio
43210, (614) 421-8487. Location: Sheraton-Wai-

kiki Hotel.

Feb. 9,

1986

Hawaii Asthma Allergy Symposium 1986, John
T. McDonnell, MD, 46-001 Kamehameha Hwy.,
Suite 410, Kaneohe 96744, (808) 247-6070. Loca-

tion: The Westin Ilikai Hotel, Honolulu.

Feb. 10-14,

1986

First Annual Cardiovascular Conference at Ha-
waii, American College of Cardiology, 9111 Old
Georgetown Rd., Bethesda, Md. 20814. Loca-

tion: Kona, Big Island.

Feb. 10-24,

1986

2-D and Doppler Echocardiography Symposium,
Institute for Medical Studies. 30131 Town Cen-

ter Dr., Suite 215, Laguna Niguel, Calif. 92677,

(714) 495-4499. Location: Maui.

Feb. 15-20, Geriatric Medicine in Practice: 1986, Co-spon-

1986 sored by Kuakini Geriatric Center, Pacific

We are looking for dedicated physi-

cians, physicians who want to be, not

salesmen, accountants, and lawyers,

but physicians. For such physicians,

we offer a practice that is practically

perfect. In almost no time you experi-

ence a spectrum of cases some physi-

cians do not encounter in a lifetime.

You work without worrying whether
the patient can pay or you wall be

paid, and you prescribe, not the least

care, nor the most defensive care, but

the best care.

If that is what you want, join the

physicians w'ho have joined the

Army. Army Medicine is the perfect

setting for the dedicated physician.

Army Medicine provides wide-rang-
ing opportunities for the student,

the resident, and the practicing

physician.

Army Medicine offers fully accred-

ited residencies in virtually every
specialty. Army residents generally

receive higher compensation and
greater responsibility than do their

civilian counterparts and score

higher on specialty examinations. If

you are currently in a residency

program such as Orthopedics, Neuro-
surgery, Urology, General Surgery,

or Anesthesiology, you may be eligi-

ble for the Army’s Sponsorship

Program.

Army Medicine offers an attractive

alternative to civilian practice. As an
Army Officer, you receive substan-

tial compensation, extensive annual
paid vacation, a remarkable retire-

ment plan, and the freedom to prac-

tice w'ithout endless insurance forms,

malpractice premiums, and cash

flow' worries.

AMEDD Personnel Counselor
Tripler Army Medical Center
TAMC, Hawaii 96859-5000

(808) 836-7924

Army Medicine:
The practice that’s

practically all medicine.
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Ifyour patient

needs surgery,

consider the
outpatient
alternative.

’Sour patients aren't the only ones who benefit

from ambulatory surgery.

'\'ou too ean enjo\ the eonvenience of easy sched-

uling and less administrative red tape when you per-

form elective procedures in an outpatient setting.

\\ hen you choose a lower cost setting for ambu-
lator) sLirger), your surgical reimbursement re-

mains unaffected while you help )()ur patient

avoid unnecessar) hospit;il bills. Also, by saving

hospit;d beds for patients who really need them,

health care co,sts are contained for everyone.

HMSA guarantees maximum health plan cover-

age for outpatient services at participating surgery

centers and in your own office.

(^iUl HMSA's Profession;il Relations staff for more
information on outpatient surgery.

HMSA
Professional
Relations
Department
Oahu: 9-t-t-23()()

Maui: 8'1-629S

Kauai: 243-3,393

Hawaii: 933-S-nl (Hilo)

HMSA’s Place of Treatment Program
saves your patients money.

Call us for details.



Geriatric Education Center, Tripler Army Medi-

cal Center. Location; Hawaiian Regent Hotel,

Honolulu.

Feb. 15-20, Pacific Coast Surgical Association Annual Scien-

1986 tific Session. Location: Maui Marriott.

Feb. 16-21, 5th Annual Masters Diagnostic Radiology, Dr.

1986 Maurice Reeder, The Fronk Clinic, 839 S. Bere-

tania St., Honolulu 96813. Location: Waiohai
Hotel, Kauai.

Feb. 17-21, Hawaii 86: Update to Common Problems in

1986 Primary Care, Pacific Institute of Continuing

Medical Education Inc., P.O. Box 1059, Koloa

96756, (808) 742-7476, Jay M. Murray, MD.
Location: Waiohai Hotel, Kauai.

Feb. 17-21, Hypertension: Current Concepts and Recent De-

1986 velopments. International Medical Education

Corporation, 64 Inverness Dr. East, Englewood,
Colo. 80112. Location: Maui.

Feb. 19-21, Echo Tutorial, Straub Clinic and Hospital and
1986 The Institute for Medical Studies, (714)

495-4499. Location: Stouffer Wailea Beach Ho-
tel, Maui.

Feb. 20-22, Father Damien’s Leper Colony, University of

1986 Washington School of Medicine, Continuing

Medical Education, Health Sciences Center,

E-303, Seattle, Wash. 98195, (206) 543-1050.

Location: Sheraton Molokai.

Feb. 22- Trauma in Surgery, University of Washington
Mar. 1, 1986 School of Medicine, Continuing Medical Educa-

tion, Health Sciences Center E-303, Seattle,

HOW DOES
YOUR CHIID
MEASURE UP
Two-thirds of our children can't

pass a basic physical fitness

test. Forty percent show early

signs of heart and circulatory

problems. Many are overweight.

Why'i’ Most children do not get enough vigorous
exercise to stay in shape.

The Presidential Physical Fitness Award Program
offers a child a challenging, effective and FUN
way to shape up-at home or at school!

SUPPORT YOUR CHILD
. . . when It comes to fitness. Find out if your child's

school has a sound physical education program.
Write:

FITNESS
Dept. 35
Washington, D.C.
20001

ro

CO .

tn

Wash. 98195, (206) 543-1050. Location: Shera-

ton Royal Waikoloa, Big Island.

Feb. 22-

Mar. 1, 1986

Orthopedic Emergencies, American Institute of

Postgraduate Education, Edith S. Bookstein,

Conference Management Associates, P.O. Box
2586, La Jolla, Calif. 92038, (619) 454-3212.

Scripps Memorial Hospital-Encinitas & Universi-

ty of California at San Diego School of Medi-

cine, 354 Sante Fe Dr., Encinitas, Calif. 92024.

Location: Maui Marriott.

Feb. 24-26,

1986

Hawaii Ophthalmological Surgical Midwinter

Seminar, Ophthalmology Service, Department of

Surgery, 1319 Punahou St., Suite 1110, Universi-

ty of Hawaii School of Medicine, Honolulu

96826, Malcolm R. Ing, MD, (808) 955-5951.

Location: Halekulani Hotel, Honolulu.

Feb. 24-27,

1986

4th Annual Cardiology Update, Straub Clinic &
Hospital and The Institute for Medical Studies,

Kim Stroich, The Institute for Medical Studies,

30131 Town Center Dr., Suite 215, Laguna
Niguel, Calif. 92677, (714) 495-4499. Location:

Honolulu.

Feb. 26-

Mar. 2, 1986

Infectious Diseases, University of Michigan Med-
ical School, Office of CME, The Towsley Cen-

ter, P.O. Box 057, Ann Arbor, Mich.
48109-0010. Location: Kauai.

Feb. 26-

Mar. 5, 1986

Review and Update: General Pediatrics and
Family Practice, University of Nebraska Medical

Center, Center for Continuing Education, 42nd

& Dewey Ave., Omaha, Neb. 68105, (402)

559-4152, Contact: Marge Adey. Location: Sher-

aton Royal Waikoloa, South Kohala, Big Island.

Feb. 27-

Mar. 1, 1986

Advances in Clinical Infectious Diseases: Update
1986, Office of Continuing Medical Education,

The University of Michigan Medical School,

Towsley Center, P.O. Box 057, Ann Arbor,

Mich. 48109-0010, (313) 763-1400, Contact:

Dove Margenau. Location; Sheraton Coconut
Beach, Kauai.

Feb. 27-

Mar. 2, 1986

The Fourth Annual Controversies in Obstetrics

and Gynecology, Assistant Director, MMC-UCI
Center for Health Education, Memorial Medical

Center of Long Beach, 2801 Atlantic Ave., (P.O.

Box 1428), Long Beach, Calif. 90801, (213)

595-381 1. Location: Royal Lahaina, Maui.

Mar. 3-7,

1986

Critical Care Seminar, William L. Nietz, Divi-

sion of Education, Mayo Clinic, Rochester,

Minn. 55905, (507) 284—2085. Location; Turtle

Bay Hilton, Oahu.

Mar. 5-12,

1986

Review and Update: General Pediatrics and
Family Practice, University of Nebraska Medical

Center, Center for Continuing Education, 42nd
& Dewey Ave., Omaha, Neb. 68105, (402)

559-4152, Contact: Marge Adey. Location;

Royal Lahaina, Maui.

Mar. 8-15,

1986

Pain Mechanism and Management, Extended

Programs in Medical Education, University of

California, Room U-569, San Francisco, Calif.

94143, (415) 666-4251. Location: Maui.

Mar. 8-15,

1986

Fourth Annual Topics in Internal Medicine for

Primary Care Physicians, Continuing Medical

Education, The University of Colorado School

of Medicine, 4200 East Ninth Ave., C-295, Den-
ver, Colo. 80262, (303) 394-5195. Location:

Kauai.

Mar. 12-16,

1986

Advanced Psychiatric Updates, Continuing Med-
ical Education, Inc., 2030 East Fourth, Santa

Ana, Calif. 92705. Location: Sheraton-Waikiki

Hotel.
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EOUAl HOUSING

LENDER
We say yes to you Member FDIC

First, make sure you go where the supply of money for

mortgage loans is plentiful. Where the rates are competitive.

And, where loans come in a wide variety of sizes and shapes.

Come to First Hawaiian. Our experience with mortgages
spans 100 years, 6 islands and every essential area of service,

from lending to escrow.

So if you’ve found a home to buy and all that’s missing
is the money, call our Real Estate Department at

525-6386 on Oahu. Or stop by any branch ^ ^
of First Hawaiian Bank for mortgage x
loans that fit right in. ( f



785b

CONTENTS

Editorials: 62

Perinatal Transmission of Hepatitis B
This is My Mana‘o

The Missing Link

J.l. Frederick Reppun, MD

Male Infertility: The Sperm Penetration Assay 65

Douglas W. Soderdahl, MD, F.A.C.S.

Jane Rogers, Ph.D.

Welcome, Ray Higa 68

Continuing Medical Education 69

Prevention of Postoperative infections in Colon Surgery 72

Yoshinobu Sumiyama, Jiro Nagao, Schu Nakamura,

Kiyohiko Tsurumi, Schuichi Miyazaki, Sachiko Goto

AIDS, Learning Together 78

Over the Editor’s Desk 81

J.l. Frederick Reppun, MD



^ppyright cpi 1935 by Roche Products Inc. All rights reserved.
'.w. :



KNDA

Each laOfet CQCifains 5 mg, chlordjazepoxide and 12.5 mg amitnptYline (os the hy(JfOChlortde salt)

WiilEiigBliB
,

Each tablet contains 10jTigcf\lo/d*Giz€^ideond^5.fligximKriplviine(asfhehydrochlori{)rsolt) \tV
'

x-. .V' •**' '*' — ^

Easier to remember. . . easierto prescribe
Please see summary of product information on following page.



Limbitrol’ (S Tronquilizet-Antidepressonl

Before prescribing, please consult complete product Informa-

tion. 0 summary of which follows:

Indlcohons: Relief of moderafe fo severe depression associated

with moderate fa severe anxiety

Confrolndlcotlons: Known hypersensitivity to benzodiozepines

or tricyclic antidepressants Do not use with monoomine oxi-

dase (MAO) inhibitors or within 14 days following discontinua-

tion ot MAO inhibitors since hyperpyrelic crises, severe convul-

sions and deaths have occurred with concomitant use. then

initiate cautiously gradually increasing dosage until optimal

response is achieved Contraindicated during acute recovery

phase following myocardial infarction

Wornings: Use with great care in patients with history of urinary

retention or angle-closure glaucoma Severe constipation may
occur in patients toking tricyclic antidepressants and anticholln-

ergic-lype drugs ()losely supervise cardiovascular patients

(Arrhythmias, sinus tachycardia and prolongation of conduc-

tion time reported with use of tricyclic anlidepressonts. espe-

cially high doses Myocardial infarction and stroke reported

with use of this class of drugs.) Caution patients obout possi-

ble combined effects with alcohol and other CNS depressonts

and ogoinst hazardous occupations requiring complete mental

alertness (e g

.

operating machinery driving)

Usage in Pregnancy: Use ot minor tranquilizers

during the first trimester should almost olways be

avoided because ot Increased risk of congenital

molformations os suggested in several studies.

Consider possibility ot pregnancy when Instituting

therapy, advise parients to discuss therapy if they

Intend to or do become pregnant
Since physical and psychological dependence to chlordiaz-

epoxide have been reported rarely, use coution in administer-

ing Limbitrol to addiction-prone individuals or those who might
increase dosoge, withdrawal symptoms following discontinua-

tion of either component alone have been reported (nausea,

headache and malaise for amitriptyline, symptoms [including

convulsions] similar to those of barbiturate withdrawal for

chlordiazepoxide).

Precduhons: Use with caution In patients with a history ot

seizures, in hyperthyroid patients or those on thyroid medica-
tion, and In patients with impoired renal or hepatic function

Because of the possibility of suicide in depressed patients, do
not permit easy access to large quantities in these patients

Periodic liver function tests ond blood counts ore recom-
mended during prolonged treatment Amitriptyline component
may block action of guanethidine or similar antihypertensives

When tricyclic antidepressants are used concomitantly with

cimetidine (Tagamet), clinically significant effects hove been
reported Involving delayed elimination and increasing steady

state concentrations of the tricyclic drugs Concomitant use of

Limbitrol with other psychotropic drugs has not been evoluoted,

sedative effects may be additive Discontinue several days
before surgery Limit concomitant administration of ECT fo

essential treatment See Warnings for precautions about preg-

nancy Limbitrol should not be taken during the nursing period

Not recommended in children under 12 In the elderly and
debilitated, limit to smallest effective dosoge to preclude ataxia,

oversedation, confusion or anticholinergic effects

Adverse Reocrions: Most frequently reported are those associ-

ated with either component alone drowsiness, dry mouth,
constipation, blurred vision, dizziness ond bloating Less fre-

quently occurring reactions include vivid dreams, impotence,

tremor, confusion and nasal congestion Many depressive

symptoms including anorexio. fatigue, weakness, restless-

ness and lethargy have been reported os side etiecfs of both

Limbitrol and omitriptyline Granulocytopenia, jaundice and
hepatic dysfunction hove been observed rarely

The following list includes adverse reactions not reported with

Limbitrol but requiring consideration becouse they hove been
reported with one or both components or closely related drugs.

Cardiovascular Hypotension, hypertension, tachycordio, palpi-

tations, myocardial infarction, arrhythmias, heart block, stroke

Psychiatric Euphoria, apprehension, poor concentration, delu-

sions, hollucinations. hypomania and increased or decreosed
libido

Neurologic. Incoordination, olaxio. numbness, tingling and
paresthesias ot the extremities, extrapyromidal symptoms, syn-

cope, changes In EEG patterns

Anticholinergic Disturbance of accommodation, paralytic ileus,

urinary retention, dilatation of urinary tract

Allergic Skin rash, urticaria, photosensitization, edema of face

and tongue, pruritus

Hematologic Bone marrow depression including agranulo-

cytosis, eosinophilic, purpura, thrombocytopenia
(hsiroinleslinal Nausea, epigastric distress, vomiting, an-
orexia. stomatitis, peculiar tosle, diarrhea, block tongue
Endocrine. Testiculor swelling and gynecomastia in the male,

breast enlargement, galactorrhea and minor menstrual irregu-

larities in the female, elevation and lowering of blood sugar
levels, and syndrome of inappropriate ADH (ontidiuretic hor-

mone) secretion

Other Heodoche, weight gam or loss, increased perspiration,

urinary frequency, mydriasis, jaundice, alopecia, parotid

swelling

Overdosage; Immediately hospitalize patient suspected of hov-

ing token an overdose Treatment is symptomatic and suppor-
tive I V administration of 1 to 3 mg physostigmine salicylate

has been reported to reverse the symptoms of amitriptyline poi-

soning See complete product information for manifestation

and treatment

Dosoge; Individualize according to symptom severity and
potient response Reduce to smallest effective dosoge when
satisfactory response is obtained Larger portion ot daily dose
may be taken at bedtime Single h s dose may suffice for

some patients Lower dosages are recommended tor the

elderly

Limbitrol DS (double strength) Tablets, initial dosage of three or

tour tablets daily in divided doses, increased to six tablets or

decreased to two tablets daily as required Limbitrol Tablets,

initial dosage of three or tour tablets daily in divided doses, for

patients who do rot tolerate higher doses
How Supplied: Double strength (DS) Tablets, white, film-

coated, each containing 10 mg chlordiazepoxide and 25 mg
omitriptyline (as the hydrochloride salt), and Tabtets, blue,

film-coated, each containing 5 mg chlordiazepoxide and
12 5 mg amitriptyline (as the hydrochloride salt) Available in

bottles of 100 and 500. Tel-E-Ciose® packages of 100,

Prescription Poks of 50
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office automation.
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Editorials

This Is My Mana‘o
The advent of the holiday season each year makes for disrup-

tion of the normal course of events. Not that this is unwelcome,
but it does throw things out of gear. At HMA, remarkably, the

engine stays running smoothly, mostly, nevertheless.

There was no Council meeting in December 1985, but HMA
President Russell Stodd had a full agenda to contend with on
Nov. 8 and Jan. 3.

The report on the annual meeting in Kona gave us something
to be proud of. The count was 456 and this did not include the

exhibitors. HMA member physicians numbered 217, which is 50
more than the number at the Kauai meeting in 1984. What is

even more remarkable, and a credit to our staff, is that the

Kona meeting came out $3,348.43 in the black! Outer-island

HMA meetings, attendance-wise, pose a challenge to Oahuans
because the 1986 HMA annual meeting will take place Oct. 10

through 12 at the Westin Ilikai in Waikiki.

HMA is gearing up to go to bat for tort reform at the 1986

session of the state Legislature with HMA’s long-established

Legislative Committee under the able chairmanship of Charles
H. Yamashiro, MD, and an HMA Task Force headed by
Immediate Past President William Hindle, MD. Former leg-

islator Charles Ushijima has been retained as tort reform lob-

byist for HMA. At the Jan. 3 meeting, the council welcomed
and approved the inclusion on the team of Dick Lundborg, MD,
as lobbyist to serve HMA in any way most helpful to the

legislative effort. Lundborg has taken a year off from being an
anesthesiologist on the Big Island just to offer his services to

HMA in the battle for tort reform. The council approved giving

the physician-lobbyist a limited expense account.

HMA has received some $20,000 from members toward this

legislative effort. Members should realize, however, that the

greater impact on the legislative process always comes from
personal appearance and one-to-one talk. Legislators are not

likely to be persuaded as to the gravity of the problem if only a

few physicians “make the wheel squeak”! No matter how
eloquent the lobbyist may be, his or her efforts will not carry the

day if there is “apparently” no backing of the effort by a show
of concerned bodies.

The AMA Opinions Survey 1985, of patient assessment of

physicians, indicated that less than 50% of responders think

“doctors get involved in their communities,” i.e., show interest

in anything other than their profession and their play!

HMA’s Malpractice Survey (announced in the December
HMA Newsletter mailed to all physicians — 2,131 practicing

doctors in the state) got a 34% response, which is considered

unusually good, they say, but we wonder how many of the 733

respondents will actually show at the legislative hearings. And,
what about the other 1,398? Do those doctors not care how
much MMPI rates are likely to go up?

HMA is maintaining liaison with a separate, community-wide
and business-wide task force that is on a parellel course in

dealing with the Legislature.

Perinatal Transmission of Hepatitis B
Chris Nevin-Woods, Doctor of Osteopathy with the

Epidemiology Branch of the State Department of Health, re-

62

ported on perinatal transmission of Hepatitis B in Hawaii in the

October 1985 issue of The Green Sheet Communicable Disease

Report from the Epidemiology Branch of the state Department !

of Health, a publication that goes to all practicing physicians in
|

the state.
j

Recommendations for interrupting the carrier state are spelled
i

out. However, it is important for physicians, in particular, to !

know that the state of Hawaii is funding this program, and that ^

the expense of the protective vaccine and immunizing IG will
;

not fall on the individual patient.

A search has revealed that the 0.5 ml of HBIG given to the
|

infant intramuscularly within the first 12 hours after birth costs

about $10 for a 10 ml vial with a shelf life of about a year. That

is very reasonable; however, the three doses of vaccine to be

given the infant the first six months of life cost about $104.

None of this includes the cost of doing the administering.

Physicians should note that the above applies only to gravid

mothers, all of whom should be screened for HBsAg prenatally,

and only those infants born of “positive” mothers would quali-

fy for this “free” service.

Otherwise, for non-DSSH participants the cost of prenatal

screening is about $15 (lab charge), plus a $5 venesection charge.

HMSA does not cover the cost of the vaccine unless the i

subscriber has a medical plan that covers drug costs, so all

mothers testing positive can take advantage of the state offering

that was mandated by the Legislature.

The ‘Missing Link’
j

Plaintiffs’ attorneys make much of the argument that the

“patient truly injured by medical malpractice” would be denied

justice and appropriate compensation if proposed tort reform
did away with the tortfeasor (joint and several liability) pro-

vision in the law and reduced or eliminated the contingency fee

system we have in the United States (Canada and the United
Kingdom do not allow such).

The American Medical Association and the Hawaii Medical
Association both include the above two items in organized

medicine’s platform for tort reform, besides the following:

1. Structured settlements, with periodic payments over an
i

injured claimant’s lifetime.
'

2. Elimination of the collateral source rule.
'

3. Establishing fair and appropriate standards for expert ij

witnesses.

4. Limiting non-economic damages (the proposed ceiling be-

ing $250,000).

5. A more fair statute of limitations in the case of minors.

6. Improve, strengthen or establish a risk-management pro-

gram for doctors and hospitals, including the right and
capacity to discipline effectively.

7. Screen through medical claims conciliation panels.

8. Allow for settlements by arbitration or by referee.

What’s missing is a positive plan to assure that the truly i

injured claimant is compensated. The figure bandied about is

that the injured patient gets an average of 28 cents of the

premium dollar or 50 cents of the cost-of-litigation dollar.

Neither the American Medical Association nor the Hawaii
Medical Association has come up with a financial plan —
something positive — as a proposal that would pull the rug out !

from beneath the feet of the plaintiffs’ attorneys and might
convince the legislative bodies to see the rest of the tort reform
our way.

i

Surely there must be financial wizards around who could
solve this kernel of the problem! Neither “no-fault” nor “work- i,

ers’ comp” insurance is an acceptable model. We propose
{

something like “airplane trip insurance,” the cost shared equal-

ly at the time of purchase by physician and patient.

J.I. Frederick Reppun, MD '

Editor
;
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Unique, luxurious, private and secure.

Adjacent to 1,000 acres of lush preservation land, the Waialae Pinnacle
sits atop the highest zoned peak overlooking Diamond Head.

Just 8 miles from downtown Honolulu, this spectacular development includes
cobblestone driveways and courtyards, 15’ high brick capped stucco walls,

fountains, electronic security and breathtaking views that span 270°.

Plwm stunning homesites for the truly discriminating buyer.
from $440,000.00 (fee simple).

Offered by

1060 Young Street, Suite 210

523-1381
Honolulu, Hawaii 96814



No matto how big yourIRA grows,
itwont outgrow us.

It’s time you took a minute
to size up your future. After
all, so much depends on your
IRA, and where you decide

to put it. You need a place

that’s big enough and secure

enough to safeguard that

IRA.
A place like First Interstate

Bank.
No other bank gives you

1,100 banking offices in 15

states, plus a choice of IRA
investments including bank

certificates of deposit,

stocks, bonds and mutual
funds. We’ll take the work
out of transferring and
consolidating your IRA by
doing it for you. And if you
need money to open a new
IRA, or add to your existing

one. First Interstate is even
making IRA loans.

We are one of the country’s

largest bank systems. A bank
with financial strength. So
you know your IRA will be

safe for years to come.
Take a big step toward

securing your retirement.

Stop by First Interstate Bank
of Hawaii today, and open
your IRA with us.

Of
First

.krterstate
Bank

Wfere setting the pace.

Equal Opportunity Lender. Member FDIC.
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Male Infertility: The Sperm Penetration Assay

Douglas W. Soderdahl, MD, F.A.C.S.*

B. Jane Rogers, Ph.D.**

Whereas standard semen analysis (SA) correlates poorly with fertility poten-

tial, the interspecies sperm penetration assay (SPA, ‘hamster’ test) de-

monstrates positive correlation of statistical significance (p = 0.000 1) in a

study of 115 men. In those men whose SPA did not correlate with fertility

status, there was a false positive rate (specificity) of 2% and a false negative

rate (sensitivity) of 18%.
The SPA is most helpful in that cohort of men in an infertile relationship

whose test result is positive, and least useful in clinically infertile men whose

conventional 5^4 is abnormal.

Apart from the fact of ensuing preg-

nancy, no satisfactory test of male fertili-

ty exists. Even though van Leeuwenhoek

first identified sperm microscopically 300

years ago, it remained for MacLeod to

define “normal” semen parameters in his

classic studies of fertile and infertile men
in the early 1950s.' However, extensive

studies of standard semen parameters —
volume, sperm concentration, motility

and morphology — fail to demonstrate

precisely either indisputable seminal ade-
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quacy or the nature of a presumed defi-

ciency in the male factor. To be sure,

azoospermia precludes fertility. Beyond
this truism, however, investigators dis-

agree concerning the relevance of stand-

ard semen analysis (SA) in the evaluation

of the infertile male. Probably, fertility

requires a critical sperm density. Addi-

tionally, now it appears that sperm quali-

ty may correlate more closely with

fertilization potential than sperm quanti-

ty. Recent work in this area shows clearly

that the microscopic description of sperm
characteristics does not accurately define

sperm function. Experience with a recent

development in male fertility evaluation,

the sperm penetration assay (SPA), holds

promise as a measure of the final event

of sperm function: Fertilization.

Because of significant ethical and
logistical problems involved in the study

of human sperm interaction with human
eggs in vitro, the discovery by Yanagima-
chi of cross-species sperm-egg interaction

led to an alternative assay system for

spermatozoal function, i.e. human sperm

and zona pellucida-free hamster eggs (the

“humster” test).^ In our laboratory we
demonstrated more accurate discrimina-

tion between fertile and infertile groups

with this assay than with standard SA.^

We consider SA normal if sperm concen-

tration exceeds 20 million/ml, prog-

ressive motility is observed in 50% or

more sperm and if at least 45% of sperm

appear morphologically normal. Many
other investigators confirm this assay’s

high correlation with demonstrated

fertility or probable infertility. The

major clinical applications of the SPA
are derived from and discussed in this

paper.

Methods

Superovulation of adult golden female

hamsters (eight to 12 weeks) is induced

by intraperitoneal injection of pregnant

mare’s serum on day 1 ,
followed on day

3 by human chorionic gonadotropin

(hCG). After sacrifice of animals on day

4, cumulus clots are retrieved from the

oviducts, and treated with hyaluronidase

to disperse the cumulus cells and with

trypsin to remove the zona pellucida. The

zona-free ova are suspended in the

Krebs-Ringer solution modified by Rig-

gers, Whitten and Whittingham (BWW)'’
and supplemented with bovine serum

albumin.

Semen samples are collected by

masturbation after 48 hours’ sexual

abstinence, washed in BWW three times,

resuspended in BWW at a concentration

1x10' sperm/ml and incubated in air at

37°C for 18 to 20 hours.

Twenty to 25 eggs are added to each

0.1 ml aliquot of preincubated semen,

incubated in air for two to three hours at

37°C and examined by phase-contrast

microscopy. (See Figure 1.) Generally, 50

eggs are examined. The presence of a

swollen sperm head or male pronucleus

connected to a visible sperm tail within
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the cytoplasm indicates a positive assay.

(See Figure 2.)

We have found the following variables

to be critical in methodology: Sperm
source, sperm preparation, sperm con-

centration, incubation time, incubation

volume and container, preincubation

time, condition of eggs, natural fluids or

components present, insemination condi-

tions and period of time sperm and egg

are in contact.’*

Results

We consider a male to be fertile (Group

A) if he claims paternity, and infertile

(Group B) if married to a woman who
demonstrates a normal, current
gynecologic evaluation but who failed to

achieve pregnancy after one year of ap-

propriate exposure and who was previ-

ously made pregnant by another partner.

We define fertile and infertile ranges em-

pirically. As a result of our early ex-

perience we defined the fertile range for

the SPA as 10% or more of ova pene-

trated, the infertile range less than 10%.

^

However, having evaluated more than

1,250 assays, we now feel than any indi-

vidual male whose sperm can penetrate at

any level is potentially fertile, but that

correlation with clinical fertility status is

superior if we employ our original defini-

tion of normality. High reproducibility

for a given individual is noteworthy,

providing that all variables are controlled

carefully.’’

Since this assay is not standardized for

incubation time (neither sperm capaci-

tation nor sperm-egg interaction) nor for

protein concentration in the incubation

medium, interlaboratory comparison of

data is difficult.

Through June 1983, 1,286 assays have

been performed on 892 men. Group A
included 62 men. Group B 53 men. In

this assessment of the practical appli-

cation of the SPA we excluded individu-

als whose clinical fertility status is in-

determinate. Table 1 demonstrates no

significant discordance of average con-

ventional semen parameters between
clinically fertile and clinically infertile

men. On the other hand, penetration

rates are significantly discriminating, (p

< 0.001)

Thirty-two percent of clinically fertile

men (Group A) showed at least one ab-

normality on standard SA (false

negative), while 30% of clinically in-

fertile men (Group B) had a normal SA
(false positive). Analysis of individuals

whose SPA result did not correlate with

clinical fertility status discloses a false

negative rate (sensitivity) of 18% and a

false positive rate (specificity) of 2%.

(See Table 2.) Of the 11 patients testing

false negative on SPA, three had sperm

concentrations less than 20 million/ml

and three had increased numbers of
!

white blood cells (greater than 10

million/ml) in the semen sample tested.

One patient’s sample showed both low
'

sperm concentration and increased white
;

blood cells. Obviously, low sperm con-

centrations raise questions concerning

history of paternity, and we have de-

monstrated previously clear inhibition of

sperm penetration rates in samples with

large numbers of white blood cells. If

we exclude these seven men, the false !

negative rate drops to 6.5%. Further, 1

improper sexual abstinence and technical
j

error may contribute to a false negative

Hawaii Medical Journal ’

number of eggs penetrated

% penetration = x 100

number of eggs incubated

number of swollen sperm heads
Penetration index =

number of eggs incubated



result.

We conclude that the SPA is clearly

superior to conventional SA as a predic-

tor of clinical fertility status. Additional-

ly, we note that clinically fertile men may
test negative on SPA (false negative), but

that clinically infertile men seldom test

positive. That is, a positive SPA more
likely correlates with fertility potential

than a negative assay.

Further, we found that a normal

standard SA correlates poorly with SPA
results regardless of clinical fertility stat-

us. On the other hand, an abnormal SA
is a highly significant predictor of a

negative SPA in clinically infertile pa-

tients. In fact, in no case in our ex-

perience has a clinically infertile male

with abnormal SA produced a positive

SPA. (See Table 3.) We infer that SPA is

least useful in clinically infertile men with

abnormal standard SA. However, we feel

that SPA should still be performed in

this group because of therapeutic and

prognostic considerations discussed in

detail later with reference to our
varicocele data.

Discussion

The expensive SPA ($150-325) has not

completely replaced the standard SA in

our evaluation of the infertile couple.

(See Figure 3.) If repeated routine SAs
are neither clearly normal nor abnormal,

we perform a SPA, referring the male or

female for further evaluation according

to results. If routine SA is normal, we
initiate the evaluation for a female fac-

tor. If that evaluation uncovers no ab-

normality and infertility persists, or if

expensive or invasive therapy for the

female is planned, the SPA is done. Be-

cause of the comparatively low sensitivity

of standard SA, we not infrequently dis-

cover a male factor, using the SPA. On
the other hand, because of the high con-

cordance between an abnormal standard

SA and an infertile range SPA in the

clinically infertile male, we recommend
proceeding directly to further evaluation

and/or therapy of the male factor in the

patient whose standard SA is subnormal,

bearing in mind the caveat mentioned at

the end of the last paragraph.

Monitoring of treatment of the male

factor is possible using the SPA.^'. 22 For

instance, in 194 men presenting to an

infertility clinic with varicocele, of whom
59 elected to undergo repair of

varicocele, we found that pregnancy

(n = 7) occurred when the SPA improved

and moved into the fertile range post-

operatively (n=14). Of these 14 men
showing improvement into the fertile

range, three are single, one is separated

from his female partner and one is mar-

ried to a woman with endometriosis.

Hence, seven of the nine men who had

a reasonable opportunity to do so im-

pregnated their partners. Of note are two

men who presented with 0% penetration,

improved to a normal SPA range post-

operatively and achieved impregnation.

In the subset of 44 men who de-

monstrated no improvement post-

operatively, only two achieved an im-

pregnation. In one of these patients, the

SPA was normal preoperatively, suggest-

ing that the varicocele may not have been

contributing to subfertility in his mar-

riage. In the other patient, standard SA
was abnormal (sperm concentration

50,000/ml, 35% motile, 36% normal

forms); the SPA could not be performed

because of the low sperm concentration

but a pregnancy was initiated less than

two months following surgery. For rea-

sons that appeared later, we doubt the

patient’s claim to paternity.

Owing to the uncommon occurrence

67

Figure 3.

EVALUATION OF INFERTILE MALE

(D Persistent infertility

Prior to expensive and/or invasive treatment of female

Evaluation of therapeutic regimens
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of a false positive SPA (2%), and be-

cause of these impressive pregnancy data

strongly correlating with a positive SPA
following varicocele repair, we feel that it

is inappropriate to recommend surgery in

those patients with varicocele in an in-

fertile marriage whose SPA result is

positive (54 of 194 or 27.8% of our

patients). Further, if the SPA improves

to normal postoperatively, and if preg-

nancy is not achieved, we recommend
exhaustive evaluation for a female factor

causing the infertile union. Finally, we
speculate that if the SPA does not im-

prove following varicocele repair, surgery

was incomplete, irreversible damage to

spermatogenic cells had already oc-

curred, or that the varicocele w'as not the

cause of infertility. Again, in the unim-

proved group after varicocele repair,

prognosis for eventual pregnancy is ex-

tremely poor.

High sensitivity and specificity support

application of the SPA in the following

circumstances: Males exposed to

diethylstilbestrol while in utero, couples

with high-titer antisperm antibody, indi-

viduals exposed to toxic influences (in-

cluding environmental and chemothera-

peutic agents and radiation), potential

sperm donors for artificial insemination,

and the investigation of male contracep-

tives.

It needs to be stressed that the SPA
does not faithfully reproduce in vivo con-

ditions. Specifically, sperm concentration

is adjusted; sperm migration within the

female genital tract is not assessed; the

barriers of cumulus and zona pellucida

are removed. It is unlikely, however, that

sperm will fertilize an ovum in vivo if the

sperm entry test is negative. On the other

hand, a positive SPA does not guarantee

successful in vivo fertilization.

We conclude that whereas standard SA
correlates poorly with fertility potential,

the SPA shows positive correlation of

statistical significance. Measurement of

conventional semen parameters most
likely assesses best the ability of sperm to

migrate to the site of fertilization. The
SPA indicates spermatozoal capacity to

complete the final stages of fertilization.

Hence, this interspecies in vitro assay

enhances the evaluation of a male factor

in the infertile couple. The SPA is most

helpful in that cohort of men in an in-

fertile relationship when the result is

positive. The SPA is least useful in men
in an infertile relationship whose stand-

ard SA is abnormal.
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C ALKNDAR OF AC CRKDITKl)
EVENTS — CATEGORY 1

Accrediied programs of C'MK allow one unit of AMA credit for each hour

of instruction excluding all “breaks.” Asterisked programs also are

accredited for AAFF^ prescribed credit.

LOCAL ACCREDITED PROGRAMS
ONGOING

American Cancer Societs, Hawaii Pacific Division, Inc.

1. Melanoma and Other Skm Lesion Tumor Board, fourth Tuesday,

12:30-1:30 p.m., Otieen’s University Tower, Room 504.

2. Windward Oncology Conference, Second Tuesday, 12:30-1:30

p.m., Castle Medical Center Auditorium. (For further information,

call the ACS Windward Unit, 262-5124.)

3. “Castle Cases,” Fourth Tuesday, 12:30-1:30 p.m., Castle Medical

Center Auditorium. (For further information, call the ACS Wind-
ward Unit, 262-5124.)

John ,A. Burns School of Medicine

1.

Department of Medicine

*A. Case Conferences, Second and Fourth Tuesdays, 12:30-2 p.m..

Queen’s University Tower, Room 618.

*8. Grand Rounds, First and Third Tuesdays, 12:30-2 p.m.,

Queen’s University Tower, Room 618.

C. Endocrinology Grand Rounds, First Tuesday, 5:30-6:30 p.m..

Queen’s University Tower, Room 506.

D. UH-Queen’s Conference, Every Friday, 8-9 a.m., Queen’s

Medical Center, Mabel Smyth Auditorium.

E. Cardiology Grand Rounds, Third Tuesday, 6:30-7:30 p.m.,

Queen’s University Tower, Room 508.

F. Infectious Disease Grand Rounds, First and Third Thursdays,

5-6 p.m.. Queen’s Nalani I Conference Room.
G. Dermatology Grand Rounds, Second Wednesday, 7:30-9:30

a.m., Queen’s Medical Center, Queen Emma Clinic.

H. Pulmonary Grand Rounds, Eourth Monday, 12:30-1:30 p.m..

Queen’s Medical Center, Kamehameha Lounge.

I. Nuclear Medicine Grand Rounds, Third Wednesday, 5-6:30

p.m., Straub Clinic & Hospital, Doctors’ Dining Room.
J. Medical-Surgical G1 Grand Rounds, Third Friday, 12:45-1:45

p.m., Kuakini Hospital, PB4 Classroom.

K. Rehabilitation Hospital of the Pacific Grand Rounds, First

and Third Thursdays, 7:30-8:30 a.m.. Rehab. Conference

Room, First Floor.

2. Department of Obstetrics and Gynecology

*A. Grand Rounds, Wednesdays, 7:30-8:30 a.m., Kapiolam Wom-
en’s and Children’s Medical Center, Second Floor Audi-

torium.

B. Tuesday Conference, Tuesdays, 1-2 p.m., Kapiolani Women’s
and Children’s Medical Center, Second Floor Auditorium.

3. Division of Orthopedics

•A. Fracture Conference, Mondays, 5-6 p.m.. Queen’s University

Tower, Room 618.

(Continued on page 70)
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FRESH NEW ENGLAND
CUISINE

Lunch
11:00 am'2:00 pm

Dinner

5:00-10:00 pm

Champagne Brunch
Saturday & Sunday
10:00 am-2:00 pm
Moonlight Suppers
Thurs. Fri, & Sal

10:00 pm-12:00 pm

Cocktails till Midnight

WINDOWS OF HAWAII
BROILER IN THE SKY

atop the Ala Moana Building
at Ala Moana Canter

@941-9138
I

THE Orchid Express
Room & Car

© Kona Surf Resort
Plus fax

per person,
double

oeeupa ncp$^450
INCLUDING A NATIONAL ‘

CAR RENTAL AUTOMOBILE _ . . . .

(Meals, airfare, gasoline, optional coverages, gratuities mm National Car Rental
not included in tour price. Car use day is 24 hours.) OAHU MAUI HAWAII KAUAI

We feature

GM cars like this

Chevrolet Chevette

Isn’t it time for a Kona Holiday?
It’s yours now at the beautiful Kona
Surf Resort. Be treated to Orchid
Sendee ... a flower lei greeting

. . . orchids in your room . . . and
complimentary afternoon cham-
pagne. There’s golf, tennis, e.xciting

water activities, and great dining.

ns
For reservations, see your travel agent or call:

GKona Surf Resort
& Convention Center

Toll Free from Oahu, or Collect from Kauai, Molokai, Lanai, or Maui

524-7200
Some Restrictions Apply
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CALENDAR OF ACCREDITED
EVENTS — CATEGORY 1

(Continued from page 69)

B. Shriner’s Tuesday Conference, Tuesdays, 7:15-8:15 a.m.,

Shriners Children’s Hospital, Auditorium.

4. Department of Pediatrics

A. Grand Rounds, Thursdays, 8-9 a.m., Kapiolani Women’s and

Children’s Medical Center, Second Floor Auditorium.

B. Monday Noon Conference, 12:45-1:45 p.m., Kapiolani Wom-
en’s and Children’s Medical Center, Second Floor Auditorium.

C. Pediatric Infectious Disease Conference, Thursdays,
12:30-1:30 p.m., Kapiolani W'omen’s and Children’s Medical

Center, Third Floor Conference Room.
D. Perinatal Grand Rounds, Fridays, 8:15-9:15 a.m., Kapiolani

Women’s and Children’s .Medical Center, Conference Room
B.

5. Department of Psychiatry

A. Grand Rounds, Fridays, 8-9:30 a.m.. Queen’s University

Tower, Room 618.

6. Department of Surgery

A. Grand Rounds, First, Second, and Third Saturdays, 7:30-9

a.m., rotating hospitals.

B. Statistical M&.M, Last Saturday, 7:30-9 a.m., rotating hospi-

tals.

C. Journal Club, First and Third Tuesdays, 6-8 p.m.. Queen’s

University Tower, Room 620.

D. Medical-Surgical G1 Grand Rounds, Third Friday, 12:45-1:45

p.m., Kuakini Medical Center, PB4 Classroom.

E. Pediatric Surgical Grand Rounds, First Friday, 12:45-1:45

p.m., Kapiolani Women’s and Children’s Medical Center,

Conference Room B.

F. Basic Science Lecture, Wednesdays, 7:15-8:15 a.m.. Queen’s

University Tower, Room 618.

7. Department of Family Practice

*A. Conference, Fourth Tuesday, 1-2 p.m., Kapiolani Women’s
and Children’s Medical Center, Executive Dining Room.

8. Department of Pathology

A. Neuropathology Conference, First Saturday, 8-9 a.m., St.

Francis Hospital, Sullivan IV Classroom.

For further information on any of these programs, please call

the Continuing Medical Education office at 948-6949.

Caslle Medical Center

1.

CME Programs, First and Third Tuesday, 12:30-1:30 p.m., Castle

Medical Center’s Auditorium. (For further information call the

Medical Staff Office, 263-5360.)

Chart

1.

CME Programs, Thursdays, 8-9 a.m. Topics and visiting

professorships to be announced.

For further information, or to be placed on the mailing list, contact

Comprehensive Health and Rehabilitation Training at 523-1674.

G..N. Wilcox Memorial Hospital

1. General Medical Staff Meeting, Quarterly in January, April, July,

and October, 7:30 p.m.. Hospital Conference Room.
2. Clinical Review', Mondays, Noon-2 p.m.. Hospital Conference

Room.
3. Physicians’ Tumor Conference, First Thursday, Noon-2 p.m.. Hos-

pital Board Room.

4. Journal Club, First Friday, Noon-2 p.m.. Hospital Board Room.

Hawaii Medical Association

1.

HMA Maternal and F^erinatal Mortality Study Committee, First

Monday, 5:30 p.m., 320 Ward Ave., Suite 200, Cat. 1 on hr. for

hr. basis. (Call 536-7702 to confirm meeting schedule.)

Hawaii Ophthalmological Society

1. Monthly Dinner Meeting, Third Thursday of each month (except

July, August, and December), 6:30-9:30 p.m.. The Pacific Club.

Hawaii Thoracic Society

1. April 1986 — Visiting Professorship Program Statewide, tentative

speaker: Phil Gold, MD.2.

Sinclair Chest Club Quarterly Dinner Meetings, January/ April,

July, and October. Call Rosemary Respicio, BSU, at 537-5966 for

dates and speakers.
;

Hilo Hospital
|

1. Radiology Conference, First Friday, 12:30-1:30 p.m.. Doctor’s
|

Conference Room.
j

2. Tumor Conference, Second Friday, 12:30-1:30 p.m., Doctor’s Con-
;

ference Room.
i

3. Cardiology Conference/Clinical Department Update for Medical ;

Staff, Third Friday, 12:30-1:30 p.m.. Doctor’s Conference Room.
4. Pathology Conference/Morbidity-Mortality Review, Fourth Fri-

day, 12:30-1:30 p.m.. Doctor’s Conference Room.
5. Visiting Professor Program/Network for Continuing Medical

Education Tapes (ETV), Saturdays, 7-8 a.m.. Doctor’s Conference

Room. '

For further information, call Administration at 961-4255.

Kaiser Foundation Hospital

1. Obstetrics/Pathology Conference, First Monday, Noon-1 p.m.,

Moanalua Conference Room C.D.

2. ’^Medicine Grand Rounds, Tuesdays, 8-9 a.m., Moanalua Audi-

torium.

3. Tumor Board, Tuesdays, Noon-1 p.m., Moanalua Auditorium.

4. Pathology Conference, Fridays, 7-8 a.m., Moanalua Auditorium.

5. Surgical Grand Rounds, Fridays, 8-9 a.m., Moanalua Auditorium.

’*6. Saturday Educational Conference Saturdays, 7:30-9 a.m.,

Moanalua Auditorium. (Call CME Office at 834-9496 for more

information.)

7. Family Practice Grand Rounds, Fourth Thursday, 7:45-8:45 a.m.,

Moanalua Conference Room B.

8. Obstetrics/Perinata! Conference, Last Tuesday, Noon-1 p.m.,

Moanalua Conference Room CD. (For further information call

CME Office at 834-9496.)

Kona Hospital

1. Monthly CME Meeting, Third Friday, 7:30-8:30 a.m.. Hospital

Conference Room.
2. Grand Rounds/Tumor Board, First Friday, 7:30-8:30 a.m.. Hos-

pital Conference Room.

Kuakini Medical Center

1. Visiting Professor Lectures (ongoing).

2. Guest Lectures (ongoing).

3. Endocrine Conference, Second Monday, 12:30-1:30 p.m., Makai
Conference Room.

4. Nephrology Conference, Third Monday, Noon-1 p.m., Makai Con-
ference Room.

5. Department of Ophthalmology Meeting, First Tuesday, 12:30-1:30

p.m.. Private Dining Room.
6. Medical Mortality and Morbidity Conference, Fourth Tuesday, 1-2

p.m.. Hale Pulama Mau Auditorium.

7. Neurology Conference, First Wednesday, 12:30-1:30 p.m., Makai
Conference Room.

8. G.l. Conference, Second Wednesday, 12:30-1:30 p.m., Makai Con-
ference Room.

9. Infectious Disease Conference, Third Wednesday, 12:30-1:30 p.m.,

Makai Conference Room.
10. Oncology Conference, Thursdays, 7:30-8:30 a.m., PB-5 Conference

Room.
11. Pulmonary Conference, Second Thursday, 1-2 p.m., Makai Con-

ference Room.
12. Rheumatology Conference, Third Thursday, 12:30-1:30 p.m., Ma-

kai Conference Room.
13. Cardiology Conference, Fourth Thursday, 12:30-1:30 p.m., Makai

Conference Room.
14. Surgical Conference, First Friday, 12:45-1:45 p.m., PB-5 Con-

ference Room.
15. Surgical Trauma Conference, Second Friday, 12:45-1:45 p.m.,

PB-5 Conference Room.
16. Nutrition Conference, Fourth Friday, 12:30-1:30 p.m.. Private

Dining Room.
17. Surgical Mortality and Morbidity Conference, Fourth Friday,

12:45-1:45 p.m., PB-5 Conference Room.
18. Hematology Conference, Second Friday, 12:30-1:30 p.m., Makai

Conference Room.

(Continued on page 76)
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. . . transpacific impaction?

Prevention of Postoperative Infections

in Colon Surgery

Yoshinobu Sumiyama,* Jiro Nagao, Schu Nakamura,
Kiyohiko Tsurumi,**

The Illrd Department of Surgery, Toho University School of
Medicine, Tokyo, Japan.

Schuichi Miyazaki, Sachiko Goto**
The Department of Microbiology, Toho University, School of

Medicine, Tokyo, Japan.

We explored how the elemental diet (ED) in the form of a mechanical colon

preparation affected the intestinal bacterial flora before surgery for colonic

cancer. Rats were used for the experimental model and they were fed either

pellet food or ED, with and without Kanamycin (KM) and Metronidazole

(MEN).

Our results revealed ED was an effective mechanical colon preparation and,

when used with KM and MEN, inhibited bacterial growth in the colon.

Introduction

Recognizing the importance of con-

trolling coprastasis and bacteria flora in

colon surgery, we tested two variables,

using Wistar female rats: (1) The use of

pellet food versus ED alone and with an

artificially stenosed colon; (2) In com-
bination with KM and MTN, in normal

and stenosed colon.

Methods

The first group of female Wistar strain

rats were fed either pellet food or ground
ED as a control group and bacterial

counts were obtained.

In another group of Wistar strain rats,

a 4.0 millimeter (inside diameter) silicone

tube was inserted into the transverse co-

lon in order to simulate a stenosis of a

moderate degree. This group of rats was

then fed with either pellet food or ED for

one week, then sacrificed, and samples of

intestinal contents of 0.3 grams each

were collected from the ileo-cecum asep-

tically, to be made into serial tenfold

dilutions for aerobic and anerobic cul-

tures; counts were then made.

In another group of female Wistar

rats, 0.5 ml of KM (100 mg/ml solu-

tion) and 0.5 ml of MTN (20 mg/ml)
was given orally, either alone or in com-

bination, once a day for one week. This

was tried on normal and stenosed rats.

The four aerobes isolated and counted

from each of the experimental group of

five rats each were: (1) E. coli, (2)

Klebsiella, (3) Proteus and (4) Strep-

tococcus. The four anaerobes studied

were: (1) Bacteroides, (2) Eubacterium,

(3) Peptococcus and (4) Clostridium.

Results: Bacterial Flora Between

Pellet-Fed and Ed-Fed Rats

The total counts of aerobes in the rats

fed either pellet food or ED did not show
any significant difference (5.1 x 10’

j

cfu/g). The anaerobic total count aver-
;

aged 2.4 x 10’ cfu/g in the pellet group ^

and 3.3 x 10* cfu/g in the ED group,
j

showing a slightly lower total count in
j

Figure 1.

Comparison of Intestinal Bacteria Elora in Normal and Stenosed Rats

-o : Pellet-fed group

-• *. ED-fed group

N I 5 rats

• Associate Professor
•* Professor

Correspondence: Yoshinobu Sumiyama
Ohashi Hospital

Toho University

Ohashi 2-17-6

Meguro-Ku
Tokyo, Japan
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the latter group (1 x 10''). Of particular

interest in this comparison was a very

large decrease in the count of the

Bacteroides species between the pellet-fed

group and the ED group (9 x 10* and 7.5

X 10' cfu/g, respectively). The two other

anaerobes, Eubacterium and Peptococ-

cus, also revealed a decrease in their

counts. The fourth anaerobe, Clos-

tridium, revealed a peculiar rise of 100

times among the pellet-fed rats as com-
pared with the ED-fed rats.

Bacterial Flora in Colon-Stenosed Rats

Among Pellet-Fed and Ed-Fed

Using stenosed-colon rats, the aerobic

bacterial count among the ED-fed rats

decreased sharply as compared with the

non-stenosed rats. (See Figure lb.)

Klebsiella and Proteus fell to less than 10

cfu/g, but D-Streptococcus averaged

1.9 X 10* cfu/g, which was higher than

in the non-stenosed group. There was a

marked increase in the aerobic bacterial

count in the stenosed ED-fed group

(averaging 4.2 x 10'' cfu/g) as compared
with the normal non-stenosed group.

This was due to a marked increase in the

Bacteroides. However, Clostridium fell

to less than 10 cfu/g, much below the

normal non-stenosed group level.

Bacterial Flora in Normal Rats Using

KM and/or MTN
The total bacterial counts of aerobes in

the KM-medicated rats averaged 2.9 x 10^

cfu/g for the pellet-fed group and 6 x

10' cfu/g for the ED-fed group. Both
groups showed marked decrease from the

corresponding non-medicated normal
rats fed pellet and ED. (See Figures 2a

and 2b.) E. coli, Klebsiella, and Proteus

dropped notably to lO^'-lO' cfu/g.
Among the ED-fed group, all three

strains dropped more sharply, to less

than 10. D-Streptococcus, however, was
found to be only slightly affected in both

the pellet-fed and ED-fed groups. When
comparing the anaerobic count of the

pellet-fed group between the medicated
and the non-medicated groups, there was
no significant change. However, among
the ED-fed group, there was a higher

total count (8 x 10* cfu/g) because of

the increase in the Bacteroides specie

(averaging 7.2 x 10*). Both Peptococcus

and Clostridium in the pellet-fed and

ED-fed groups decreased to less than 10.

In comparing the pellet-fed and ED-
fed groups when MTN alone was given,

the total count of aerobes was nearly

equal to that of the non-medicated

group. (See Figure 2b.) All anaerobes
among the four species counted, how-
ever, revealed a decrease in their number,
averaging 1.2 x 10* cfu/g for the pellet-

fed groupand 1.4 x 10’ cfu/g for the

ED-fed group.

In comparing the pellet-fed and ED-
fed groups given both KM and MTN in

combination, all aerobes studied decreas-

ed markedly (except for D-Streptococcus)

VoL. 45, No. 3—March 1986
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Figure 2.

Changes in Intestinal Bacterial Flora of Normal Rats due to Administration of

Kanamycin and Metronidazole, Alone or Combined

a) Kanamycin group b) Metronidazole group c) Combination group

o o : Pell®t*fed group

• • - ED-f*d group

N ' S rats

Figure 3.

Changes in Intestinal Bacterial Flora of Stenosed Rates due to Administration of

Kanamycin and Metronidazole, Alone or Combined

a) Kanamycin group b) Metronidazole group c) Combination group

0 o group

9 • EO-^ed group

N ; 5 rats

averaging 6.3 x 10^ cfu/g in the pellet-

fed group and 7.2 x 10^ cfu/g in the

ED-fed group). (See Figure 2c.) The de-

creases were particularly marked in the

ED-fed group. All anaerobe counts de-

creased in both the pellet-fed and ED-fed
groups, with the most impressive drop

being in Bacteroides in the ED-fed group

as compared with the pellet-fed group.

The other anaerobic strain counts fell

sharply to less than 10.

Stenosed Rats Using KM and/or MTN
In this model of stenosed colon rats,

both the pellet-fed and ED-fed groups

were given KM alone; all strains of aero-

bes decreased markedly except for D-

Streptococcus. (See Figure 3a.) Among
the anaerobes, Bacteroides decreased

slightly to 4 X 10* cfu/g and 1.2 x 10*

cfu/g in the pellet-fed and ED-fed

groups, respectively. However,
Clostridium did not show any decrease.

Eubacterium and Peptococcus dropped

to less than 10.

In comparing the pellet-fed and ED-
fed groups given MTN alone, there were

practically no changes in the bacterial

count of the aerobes as against the

counts in the non-medicated, stenosed

rats. (See Figure 3b). However, there

were significant changes among the

anaerobes, particularly the Bacteroides

specie showing a decrease of 4 x 10*''

among the pellet-fed group, and less than

10 in the ED-fed group. Eubacterium

and Peptococcus counts were less than

10; Clostridium fell to less than 10.

When comparing the pellet-fed and

ED-fed groups given both KM and MTN
in combination, all aerobes (except for

D-Streptococcus) decreased to less than

10, whereas all anaerobes also decreased

sharply. (See Figure 3c.) Bacteroides in

the pellet-fed group decreased only slight-

ly, however.

Discussion

The prevention of postoperative infec-

tions attending colon surgery is tanta-

mount to a successful outcome. The
preoperative preparation of the patient

definitely influences the outcome of the

surgical procedure. Three areas of con-

cern need to be addressed: (1) Repair of

nutritional depletion, (2) reduction of

coprostasis and (3) control of the number
of viable bacterial flora in the large in-

testine. In dealing with colon cancer,

where stenotic obstruction is frequently

encountered leading to coprostasis, the

use of an ED source for nutrition becom-
es advantageous over an ordinary diet,

taking advantage of a very low residue in

the use of such a diet.

As for the use of prophylactic anti-

biotics for the control of the aerobes and

anaerobes in the colon, various drugs

have been used in the past, ever since

Garlock et al.* first used sulfa drugs in

controlling wound infection. Poth** used

Streptomycin and Sulfalidine par-
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ienterally for the control of pathogens

'other than anaerobes. Cohn* used KM
for the same purpose. More recently,

anaerobes, especially Bacteroides fragilis

specie, have come to the fore as a signifi-

cant pathogen of wound infection as well

as in intra-abdominal abscesses.* The use

of KM and MTN by Goldring^ showed
potent activity against anaerobes and

aerobes, resulting in successful reduction

of the incidence of postoperative infec-

tions. However, none of these reports

discussed the exact effect of antibiotics

on specific bacteriological species com-
monly found in intestinal flora. Our
study specifically addressed those in-

testinal pathogens frequently held re-

sponsible for postoperative infections in-

volving the colon. The combined use of

KM and MTN in definitely decreased

aerobic and anaerobic growth, except for

D-Streptococcus, and this change was
more marked in the ED-fed groups than

in the pellet-fed ones. A distinct dif-

ference was noted in the D-Streptococcus

count between our findings and those

reported by Okamura.® The D-Strep-

tococcus strains isolated showed MICs of

more than 100 ug/ml to both KM and
MTN, and were thus resistant. Thus, the

use of an ED and combination KM and

MTN prior to surgery of the large in-

testine can be expected to be clinically

effective in preventing postoperative in-

fections.

In discussing the role of an ED diet,

particularly in a situation where colonic

obstruction existed, there was a marked
decrease in the bacterial count of the

aerobes (Klebsiella and Proteus — see

Figure IV). The use of KM in combina-
tion with MTN definitely decreased the

bacterial count of E. coli, Klebsiella, and

Proteus, but D-Streptococcus counts re-

mained virtually unchanged. The use of

MTN alone did not affect the aerobes at

all.

Among the anaerobes, Bacteroides,

Eubacterium, and Clostridium decreased

Figure 4.

Changes in Intestinal Aerobic Bacterial Counts in Normal and Stenosed Rats due to

Administration of Antibiotics.

a) Pellet-fed, normal rat group
log

5 10 -

5 <I

c) ED-fed, normal rat group
log

b) Pellet-fed, stenosed rat group
log

10

6

4

2

<1

d) ED-fed, stenosed rat group

* Control group

(no administration)

O • Kanamycin group

A i Metronidazole
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i Combination with

Kanamycin &
Metronidazole

group

N ; 5 rats
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more markedly in the ED-fed group as

compared to the pellet-fed group not on
antibiotics. However, the use of MTN in

both the pellet-fed and ED-fed groups

resulted in a decrease in bacterial counts.

Optimum decrease in both aerobic and
anaerobic bacterial counts was more
notable in the ED group given KM and

MTN in combination.

Conclusion

In our experiment with rats, and also

in clinical trials previously reported, we
found ED to be a mechanical colon prep-

aration most suitable for nutritional

repletion, decreasing coprostasis and de-

FIGURE 5.

Changes in Intestinal Anaerobic Counts in Normal and Stenosed Rats due to

Administration of Antibiotics.

a) Pellet-fed, normal rat group b) Pellet-fed, stenosed rat group
« log
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Control group

(no admimstratton)

1 Kanamycin group

Metronidazole

group

^ Combination with

Kanamycin &
Metronidazole

group

N i rats

c) ED-fed, normal rat group d) ED-fed, stenosed rat group

creasing the number of viable bacteria.'’

^

In colonic cancer associated with stenosis

leading to coprostasis, ED was thought

to be extremely advantageous over the

ordinary diet, resulting in a very low

residue in the colon. For prophylaxis of

infection, KM and MTN are effective in

suppressing the bacterial counts of aero-

bes and anaerobes. When ED was used

with KM and MTN, an optimum situ-

ation was achieved in controlling

coprostasis and antisepsis.
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Maui Memorial Hospital

1. Department of Medicine, First Thursday, 7-8 a.m.. Auditorium.

2. Department of Surgery, Second Thursday, 7-8 a.m.. Auditorium.

3. Department of Obstetrics & Gynecology, Third Thursday, 7-8 a.m..

Auditorium.

4. Department of Pediatrics, Fourth Thursday, 7-8 a.m.. Auditorium.

5. Fifth Thursday Meeting; 7-8 a.m.. Auditorium.

6. Tumor Board Conference; Second Friday and Fourth Wednesday,
7-8 a.m., Multi-Purpose Room.

7. Anesthesia Conference, Second Wednesday, 7-8 a.m.. Dining

Room.

The Queen’s Medical Center

1. QMC Cardiology Rounds, Wednesdays, 9-10 a.m., Kam Audi-

torium.

2. Emergency Medicine Conference, First Monday, 7-8 a.m., Nalani I

Conference Room.
3. ENT Conference, First and Second Fridays, 7:30-8:30 a.m., Hark-

ness Room 139.

4. QMC-UH Medical Conference, Fridays, 8-9 a.m., Mabel Smyth
Auditorium.

5. MICU Lecture, Tuesdays and Thursdays, 9-10 a.m., Pauahi 6.

6. OB/GYN Conference, Mondays, 1-2 p.m., Kam Auditorium.

7. Ophthalmology Conference, Fourth Tuesday, 4:45-6 p.m.. Queen
Emma Eye Clinic.

8. Orthopaedic Conference, Wednesdays, 7-8 a.m., Kam Auditorium.

9. Pathology Conference, Wednesdays, 7-8 a.m.. Ultrasound Con-

ference Room.

10. Pediatrics Conference, Fourth Thursday, 12:30-1:20 p.m., Hark-

ness Board Room.
11. Psychiatry Conference, Fourth Tuesday, 7:30-8:30 a.m., Kekela

Gym.
12. Surgical Conference, Tuesdays, 4:30-5:30 p.m., Kam Auditorium.

13. Tumor Board Conference, Tuesdays, 7:30-8:30 a.m., Kam Audi-

torium.

St. Francis Hospital

1.

Oncology Conference, Mondays, 7:30-8:30 a.m., Sullivan IV

Classroom.

2. EENT Meeting, First Tuesday, 7:30-8:30 a.m., Sullivan IV 1

Classroom.

3. Surgery Grand Rounds, First, Second, and Third Fridays, 7:30-8:30

a.m., Sullivan IV Classroom.

4. Medicine Morbidity and Mortality Conference, Second Tuesday,
j

7:30-8:30 a.m.. Auditorium (for SFH staff members only). i

5. Hematology Conference, Third Thursday, 12:30-1:30 p.m.,

Sullivan IV Classroom. '

6. Visiting Professor Programs (contact Medical Education Office at !

547-6497 for further information). i

Straub Clinic & Hospital
|

1. Friday Noon Conference, Fridays, 12:30-1:30 p.m.. Doctors’ Din-
j

ing Room. '

2. Patient Care Conference, Second Tuesday, 5-6 p.m.. Doctors’
;

Dining Room.
|

3. Cardiac Surgery Conference, Fourth Tuesday, 4:30-5:30 p.m.. Doc-

tors’ Dining Room. f

4. Neuropathology Conference, Fourth Saturday, 8-9 a.m.. Doctors’

Dining Room.
5. Surgical Morbidity and Mortality Conference, Fourth Thursday, :

7-8 a.m.. Doctors’ Dining Room.
I

6. Visiting Professor Conference, periodically on Thursday, 7-8 a.m., i

Doctors’ Dining Room. (For further information call the Office of j*

Professional Activities, 523-2311, ext. 8152.)
|

[

(Continued on page 84) I
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MIBS
MEDICAL

INFORMATION

and

BILLING

SYSTEM

How to REDUCE RECEIVABLES
Your receivables affect the health of your
practice. Reducing receivables improves
cash flow and results in fewer delinquent
accounts.

MIBS is the most advanced outpatient
medical billing system in Hawaii and offers
the following advantages in reducing your
receivables.

Daily Billing

Processing billing statements daily or
weekly, improves cash flow and evens out
clerical workload. A patient’s first state-
ment is based on when the first charge is

available for billing. Accounts with an
existing balance, continue to receive one
statement per month at the same time of the
month. Daily billing improves cash flow by
reducing the time oetween a patient’s first

visit and their first bill.

Collection Letters

The practice can design and automatically
generate collection letters for delinquent
accounts. Practice generated collection
letters are many times as effective as
those sent by a pre-collection service.

Statement Dunning Messages
Dunning messages on billing statements are
based on the age of the account balance.
This allows the practice to communicate the
delinquency of the account to the patient.

Payment Plan

Budget payment plans or "promise to pav"
amounts can be set and tracked by MIBS.
Budget payment amounts are printed on the
billing statement.

Service Charge
Assessing a service charge improves the
collection rate. Many patients pay their

accounts earlier to avoid a service charge.

Delinquent Account Report
MIBS generates a report of delinquent ac-
counts based on user specified criteria

allowing the practice to focus collection

efforts.

MIBS is a total in-house system using an IBM PC/AT or PC/XT

.

MIBS is designed
for Hawaii’s Physcians and includes extensive capabilities for HMSA, DSSH and other
insurance claim processing.

PPMS supports MIBS with extensive training and continuous professional support and
ser\ ice. For information and a DEMONSTRATION on how MIBS can improve your medical
billing, call Bill Liggett at 521-2397.

Pacific Professional Management Systems, Inc.

1 1 88 Bishop St. Suite 3010 Honolulu, Hawaii 96813 Ph. 52 1 -2397



AIDS, Learning Together

An intensive one-day conference pres-

enting the most up-to-date information

on AIDS, and the treatment of it, is

scheduled for 7 a.m. to 5:30 p.m. Friday,

April 4, in the Hibiscus Ballroom of the

Ala Moana Americana Hotel.

Geared for physicians and other health

care professionals, “AIDS, Learning To-

gether” features a faculty that includes

many of the top names in AIDS research

and treatment.

The conference is being sponsored by

the Life Foundation, the Hawaii State

Department of Health, and the Hawaii

Medical Association. Co-sponsors in-

clude Burroughs Wellcome Company,
Hawaii Nurses Association, Kaiser-Per-

manente Medical Care Program, Kapio-

lani Women’s and Children’s Medical

Center, Kuakini Medical Center, Queen’s

Medical Center, and St. Francis Hospi-

tal.

Mainland faculty participating will in-

clude Donald 1. Abrams, MD, assistant

director of AIDS Activities, San Fran-

cisco General Hospital; Michael S. Got-

tlieb, MD, immunologist, assistant

professor of medicine at the University

of California, Los Angeles; Deborah

CLASSIFIED NOTICES
To place a Classified Notice, call Margie at 521-0021.

$3.75 per line + 4% state tax. 4 line min., approx. 5

words per line. Payment must accompany order.

OFFICES

WAHIAWA AREA
Ideal for the professionals. New 2 story,
elevator equipped, air conditioned with
covered parking area. Flexible suite
sizes. $.80 to $1.00 NNN. Call 622-4354.

Kuakini Medical Plaza
Office space to sublease. Terms nego-
tiable. Call 524-5225 or 833-2416 eves.

EMPLOYMENT OPPORTUNITIES

Medical Director for Waikiki Health
Center. Board eligible/certified in

Family Practice or Internal Medicine
preferred. Contact Margaret 922-4787.

FOR SALE

Save up to 50%-Factory reconditioned
WANG & NBI Information Systems.
Also available, used IBM Displaywriters
& other major vendors. GUARAN-
TEED. The Word Processing Brokerage
Corp. (800) 826-6715.

RENTALS

MALAEKAHANA
3 bdrm/2 bath, beachfront cottage.
Great casual vacationing. Sleeps 8. $100
/day; $500/wk. Shelby Floyd 524-1212.

78

Greenspan, BDS, associate clinical

professor, oral medicine. University of

California, San Francisco; Harold W.
Jaffee, MD, chief. Epidemiology Sec-

tion, AIDS Activity Centers for Disease

Control, Atlanta; and Jay A. Levy, MD,
virologist; professor of medicine. Depart-

ments of Medicine, Microbiology and
Immunology, and of Pathology; Re-

search Associate, Cancer Research In-

stitute, University of California School

of Medicine, San Francisco.

Also: Alison Moed, RN, BSN, head

nurse. Ward 5B: Medical Special Unit

for AIDS, San Francisco General Hospi-

tal; Mervyn F. Silverman, MD, MPH,
past director. Department of Health, San

Francisco; and Constance B. Wofsy,

MD, co-director, AIDS Clinic & Inpa-

tient Unit, assistant chief of infectious

diseases, San Francisco General Hospi-

tal, associate clinical professor of medi-

cine, University of California at San
Francisco.

Local faculty members taking part will

include Arthur P. Liang, MD, MPH,
chief of the Communicable Disease Divi-

sion, State of Hawaii Department of

Health; and David McEwan, MD,
CFPC, president. Life Foundation, and
chief, family medicine, Honolulu Medi-

cal Group.

Topics include epidemiology of AIDS
in the United States; Hawaii statistics;

public health policy, problems, and poli-

tics; ARV: How does it cause disease?;

oral manifestations of AIDS virus infec-

tion; infection control issues for the den-

tal office; AIDS retrovirus infection:

Clinical manifestations; opportunistic in-

fections in AIDS; heterosexual trans-

mission of AIDS; nursing experience in

an AIDS unit; and strategy for HTLV
infection. A question-and-answer session

will follow the presentations.

Registration is limited and enrollment

preference will be given to physicians,

dentists, nurses, and other health care

professionals.

Cost for the seminar is $80 for physi-

cians and dentists; $40 for nurses and

other health care professionals; and $30

for all others. If registering after March

14, add $20 to the total registration fee.

The conference provides continuing

education credits on an hour-by-hour

basis for both physicians and nurses.

For more information, and to register,

contact the Life Foundation at 924-2437, i

the Hawaii Department of Health at

735-5303, or the Hawaii Medical As-

sociation at 536-7702.

Opening Day

at the State Legislature

OPENING DAY . . . leis, hugs, and kisses, and the state Legislature is a flurry of fun

and activity. HMA physicians and staff members made the rounds, said their alohas,
and ate plenty of sushi, Haagen-dazs ice cream, homemade pastries, and . . . From

j

left: Becky Kendro, HMA assistant executive director; Judi Kingrey, HMA staff; Sen. \
\

Neil Abercrombie; Jennilyn Etrata, HMA staff; Richard Lundborg, MD, retired

anesthesiologist-lobbyist for HMA.

Hawaii Medical Journal
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Keflex
cephalexin

Additional information
available to the profession

on request.

420113

Dista Products Company
Division of Eli Lilly and Company
Indianapolis, Indiana 46285
Mfd. by Eli Lilly Industries, Inc.

Carolina, Puerto Rico 00630



Professional liability insurance exclusively.

Thebuyerofinsurance
receivespromises

inexchange for
premium.

We keep our promises.

Medical Insurance Elxchange of California
6250 Claremont Avenue, Oakland, California 94618

Telephone (415) 428-9411 / From outside California (800) 227-4527



Over ^he
Editor’s
Desk

ST. FRANCIS HOSPITAL-WEST HAS
ANNOUNCED THE START OF ITS
MARKETING PHASE for its new medi-

cal office building and hospital in Waipa-
hu. The hospital said site plans and spe-

cial permits have been approved by the

Honolulu City Council.

The announcement was made by Sister

Maureen Keleher, chief executive officer.

The Hawaii premiere of The Jeweler’s

Shop, a play written by Pope John Paul

II, formally opened the new L.Q. Pang
Educational Center Nov. 1. Family and
friends of Dr. L.Q. Pang and his wife,

Tita, gathered at the opening-night

champagne reception as a benefit for St.

Francis Hospital.

A TOTALLY NEW AND DIFFERENT
APPROACH TO DRUG EDUCATION
was presented to more than 3,700 public

and private school students in grades sev-

en through 12 on Kauai in November.

Entitled High on Kauai, this American
Lung Association of Hawaii pilot project

taught teenagers about the health hazards

of smoking marijuana, at school as-

semblies in early November and at a

massive Island-wide carnival event Satur-

day evening, Nov. 23, at the Kauai War
Memorial Convention Hall.

DAVID FITZ PATRICK, MD, OF HO-
NOLULU HAS BEEN ELECTED TO
FELLOWSHIP in the 61,000-member

National Medical Specialty Society. A
1974 graduate of the University of New-
castle-Upon-Tyne in England, Fitz-Pa-

trick has been a resident of Honolulu for

four years. He is director of the Diabetes

Center of the Pacific; consultant en-

docrinologist at Straub Clinic and Hospi-

tal; assistant clinical professor of medi-

Tax-free plus! mm Call today!

HAWAIIAN
TAX-FREE TRUST

IT’S WHERE THE SMART
MONEY IS GOING

If you’re wondering where all the smart money is going these

days, the answer is . . . it’s staying home.

That’s because now, thanks to HAWAIIAN TAX-FREE
TRUST, you can earn high income and keep it all* by

investing in this local fund designed especially for Hawaii

residents.

The trust is a mutual fund which invests in Hawaii tax-

exempt municipal bonds— the kind of bonds that finance

hospitals, roads, and schools throughout our State. What
this means for you is income tax-free from State of Hawaii
and Federal income taxes.

HAWAIIAN TAX-FREE TRUST for Akamai Investors

FOR MORE INFORMATION

Contact Your Local Investment Broker
OR CALL

1 -800-228-4227
TOLL-FREE FROM HAWAII 7 DAYS A WEEK. 24 HOURS A DAY

Aquila Distributors. Inc . 200 Park Avenue. New York. NY 1 00 1 7

You will be sent free descriptive material and a prospectus containing more complete infor-

mation including management fees and expenses. Read carefully before you investor send money.

INVESTMENT ADVISOR

Hawaiian Trust Company, Limited

Share net asset value is not fixed and varies with interest rate fluctuations 'Under
certain circumstances, some income may be subject to State and Federal Tax

If you do
business in

Hawaii . .

.

and find it valuable to know
who’s suing who or who’s get-

ting hit with tax liens, going

bankrupt, getting incorporated,

selling property, being dis-

solved, or getting promoted

. . . we have
news for you

BUSINTESS

For information call 521-0021.

(Continued on page 86)
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On nitrates,

butangina still

strikes...



Aftera nitrate,

add ISOPnfC
(verapamil HCl/Knoll)

To protectyour patients,aswell astheirqualityof life,

add Isoptin instead ofa beta blocker.

First, Isoptin not only reduces myocardial oxygen demand
by reducing peripheral resistance, but also increases coro-

nary perfusion by preventing coronary vasospasm and

dilating coronary arteries— both normal and stenotic.

These are antianginal actions that no beta blocker

can provide.

Second, Isoptin spares patients the

beta-blocker side effects that may
compromise the quality of life.

With Isoptin, fatigue, bradycardia and mental

depression are rare. Unlike beta blockers,

Isoptin can safely be given to patients with

asthma, COPD, diabetes or peripheral

vascular disease. Serious adverse

reactions with Isoptin are rare

at recommended doses; the

single most common side

effect is constipation (6.3%).

Cardiovascular contra-

indications to the use of

Isoptin are similar to those

of beta blockers: severe

left ventricular dysfunction,

hypotension (systolic pres-

sure <90 mm Hg) or cardio-

genic shock, sick sinus syndrome
(if no artificial pacemaker is present)

and second- or third-degree AV block.

So, the next time a nitrate is not enough, add
Isoptin ... for more comprehensive antianginal

protection without side effects which may
cramp an active life style.

ISOPTIN.Added
antianginal protection

without beta-blocker

side effects.

Please see brief summary on following page



isoPTirr
(verapamil HCI/Knoll)

80 mg and 120 mg scored, film-coated tablets

Contraindications: Severe left ventricular dysfunction (see Warnings), hypo-

tension (systolic pressure < 90 mm Hg) or cardiogenic shock, sick sinus syn-

drome (except in patients with a functioning artificial ventricular pacemaker),

2nd- or 3rd-degree AV block^ Warnings: ISOPTIN should be avoided in patients

with severe left ventricular dysfunction (e.g., ejection fraction < 30% or

moderate to severe symptoms of cardiac failure) and in patients with any

degree of ventricular dysfunction if they are receiving a beta blocker (See

Precautions.) Patients with milder ventricular dysfunction should, if possible, be

controlled with optimum doses of digitalis and/or diuretics before ISOPTIN is

used, (Note interactions with digoxin under Precautions.) ISOPTIN may occa-

sionally produce hypotension (usually asymptomatic, orthostatic, mild and con-

trolled by decrease in ISOPTIN dose). Elevations of transaminases with and
without concomitant elevations in alkaline phosphatase and bilirubin have been
reported. Such elevations may disappear even with continued treatment; how-
ever, four cases of hepatocellular injury by verapamil have been proven by re-

challenge, Periodic monitoring of liver function is prudent during verapamil

therapy. Patients with atrial flutter or fibrillation and an accessory AV pathway
(e.g, W-P-W or L-G-L syndromes) may develop increased antegrade conduction

across the aberrant pathway bypassing the AV node, producing a very rapid

ventricular response after receiving ISOPTIN (or digitalis). Treatment is usually

D.C. -cardioversion, which has been used safely and effectively after ISOPTIN.

Because of verapamil's effect on AV conduction and the SA node, 1° AV block

and transient bradycardia may occur. High grade block, however, has been
infrequently observed. Marked 1° or progressive 2° or 3° AV block requires a

dosage reduction or, rarely, discontinuation and institution of appropriate

therapy depending upon the clinical situation. Patients with hypertrophic car-

diomyopathy (IHSS) received verapamil in doses up to 720 mg/day. It must be

appreciated that this group of patients had a serious disease with a high mor-

tality rate and that most were refractory or intolerant to propranolol. A variety

of serious adverse effects were seen in this group of patients including sinus

bradycardia, 2° AV block, sinus arrest, pulmonary edema and/or severe hypo-

tension, Most adverse effects responded well to dose reduction and only rarely

was verapamil discontinued. Precautions: ISOPTIN should be given cautiously

to patients with impaired hepatic function (in severe dysfunction use about

30% of the normal dose) or impaired renal function, and patients should be

monitored for abnormal prolongation of the PR interval or other signs of exces-

sive pharmacologic effects. Studies in a small number of patients suggest that

concomitant use of ISOPTIN and beta blockers may be beneficial in patients

with chronic stable angina. Combined therapy can also have adverse effects on
cardiac function. Therefore, until further studies are completed, ISOPTIN should

be used alone, if possible. If combined therapy is used, close surveillance of vital

signs and clinical status should be carried out. Combined therapy with ISOPTIN

and propranolol should usually be avoided in patients with AV conduction

abnormalities and/or depressed left ventricular function. Chronic ISOPTIN treat-

ment increases serum digoxin levels by 50% to 70% during the first week of

therapy, which can result in digitalis toxicity. The digoxin dose should be re-

duced when ISOPTIN is given, and the patients should be carefully monitored to

avoid over- or under-digitalization. ISOPTIN may have an additive effect on
lowering blood pressure in patients receiving oral antihypertensive agents.

Disopyramide should not be given within 48 hours before or 24 hours after

ISOPTIN administration. Until further data are obtained, combined ISOPTIN and
quinidine therapy in patients with hypertrophic cardiomyopathy should prob-

ably be avoided, since significant hypotension may result. Clinical experience

with the concomitant use of ISOPTIN and short- and long-acting nitrates sug-

gest beneficial interaction without undesirable drug interactions. Adequate ani-

mal carcinogenicity studies have not been performed. One study in rats did not

suggest a tumorigenic potential, and verapamil was not mutagenic in the Ames
test. Pregnancy Category C; There are no adequate and well-controlled studies

in pregnant women. This drug should be used during pregnancy, labor and
delivery only if clearly needed. It is not known whether verapamil is excreted in

breast milk; therefore, nursing should be discontinued during ISOPTIN use.

Adverse Reactions: Hypotension (2.9%), peripheral edema (1 .7%), AV block;

3rd degree (0.8%), bradycardia: HR < 50/min (1.1%), CHF or pulmonary
edema (0.9%), dizziness (3.6%), headache (1,8%), fatigue (1.1%), constipa-

tion (6.3%), nausea (16%), elevations of liver enzymes have been reported.

(See Warnings.) The following reactions, reported in less than 0,5%, occurred

under circumstances where a causal relationship is not certain; ecchymosis,

bruising, gynecomastia, psychotic symptoms, confusion, paresthesia, insomnia,

somnolence, equilibrium disorder, blurred vision, syncope, muscle cramp, shaki-

ness, claudication, hair loss, macules, spotty menstruation How Supplied:

ISOPTIN (verapamil HCI) is supplied in round, scored, film-coated tablets con-

taining either 80 mg or 120 mg of verapamil hydrochloride and embossed with

"ISOPTIN 80" or "ISOPTIN 120" on one side and with "KNOLL" on the reverse

side. Revised August, 1984. 2385

KNOLL PHARMACEUTICAL COMPANY
knoll 30 NORTH JEFFERSON ROAD, WHIPPANY, NEW JERSEY 07981

2406

Continuing
Medical
Education

(Continued from page 76)

Wahiawa General Hospital

1. CME Program, Tuesdays, 1-2 p.m.. Conference Room. (For

further information, call the Medical Records Department,
621-8411.)

Note: All conferences are subject to change. Monthly calendar is

available upon request.

SPECIAL EVENTS
All special events should be confirmed with the CME program
sponsors, as cancellations are not necessarily reported to the

Hawaii medical journal.

Mar. 15-22,

1986

Medical Malpractice, University of Washington
School of Medicine, CME, Health Sciences

E-303, Seattle, Wash. 98195, (206) 543-1050.

Location: Royal Lahaina, Maui.

Mar. 16-22,

1986

The Robert Wong Lectureship with Dr. Allan M.
Lansing, director of the Humana Heart Institute.

Location: Honolulu.

Mar. 17-21,

1986

University of Hawaii Sports Medicine Course,

University of Hawaii, College of Continuing
Education, 2530 Dole St., Honolulu 96822, (808)

948-8249. Contact: Joy Lewis. Location: Pacific

Beach Hotel, Honolulu.

Mar. 22-29,

1986

Orthopedics, Ob/Gyn, Pain, Obesity, and Sur-

gery, University of Washington School of Medi-
cine, CME, Health Sciences Center E-303, Seat-

tle, Wash. 98195, (206) 543-1050. Location:

Sheraton Kauai.

Mar. 24-28,

1986

Ob/Gyn Update 1986, co-sponsored with the

University of Washington School of Medicine,

Department of Ob/Gyn and the University of

California at Los Angeles, Department of

Ob/Gyn. Location: Waiohai Hotel, Kauai.

Mar. 26-28,

1986

Psychiatry in the ’90s: Today’s Practice and
Tomorrow’s Perspectives, co-sponsored by Tri-

pler Army Medical Center, The Colorado Psy-

chiatric Society, and the Hawaii Psychiatric Soci-

ety. Location: Waiohai Hotel, Kauai.

Mar. 29-

Apr. 5, 1986

Pediatric Emergencies, American Institute of

Postgraduate Education, Edith S. Bookstein,

Conference Management Associates, P.O. Box
2586, La Jolla, Calif. 92038, (619) 454-3212.

Location: Kauai.

Apr. 5-12,

1986

Drug Therapy, University of Washington School

of Medicine, Continuing Medical Education,

Health Sciences Center E-303, Seattle, Wash.
98195, (206) 543-1050. Location: Sheraton
Princeville.

Apr. 12-19,

1986

Pediatrics 1986, Current Concepts, University of

Washington School of Medicine, Continuing

Medical Education, Health Sciences Center

E-303, Seattle, Wash. 98195 (206) 543-1050. Lo-

cation: Sheraton Kauai.

Jul. 7-12,

1986

XVIII International Congress of Pediatrics,

American Academy of Pediatrics, 141 Northwest

Point Rd., P.O. Box 927, Elk Grove Village, 111.

60007, (312) 228-5005. Location: Honolulu.
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Ifyour patient

needs surgery,

consider the
outpatient
alternative.

^bur patients aren’t the onh ones who benefit

from ambulatory surgery.

^bu too can enjoy the convenience of easy sched-

uling and less administrative red tape when you per-

form elective procedures in an outpatient setting.

Vi hen you choose a lower cost setting for ambu-
latory surgery, your surgical reimbursement re-

mains unaffected while you help \()ur patient

avoid unnecessary hospitiil bills. Also, by saving

hospital beds for patients who really need them,

health care costs are contained for everyone.

H.MSA guarantees maximum health plan cover-

age for outpatient services at participating surgery

centers and in your own office.

(.all HMSA’s Professional Relations staff for more
information on outpatient surgery.

HMSA
Professional
Relations
Department
Oahu: 944-2300

Maui: 8-1-6293

Kauai: 243-3393

Hawaii: 933-3441 (Hilo)

HMSA’s Place of Treatment Program
saves your patients money.

Call us for details.



THEARMY NEEDS
PHYSICIANS
PART-TIME.

The Army Reserve offers you an excellent

opportunity to serve your country as a physician and

a commissioned officer in the Army Reserve Medical

Corps Your time commitment is flexible, so it can

fit into your busy schedule You will work on medi-

cal proiects right in your community In return, you

will complement your career by working and consult-

ing with top physicians during monthly Reserve

meetings and medical conferences You will enjoy

the benefits of officer status, including a non-contri-

butory retirement annuity when you retire from the

Army Reserve, as well as funded continuing medical

education programs A small investment of your time

is afl it takes to make a valuable medical contribu-

tion to your community and country For more in-

formation, simply call the number below

ARMY RESERVE.
BE ALLYOU CAN BE.

Army Medical Department Personnel Counselor
Tripler Army Medical Center, Hawaii 96859-5000

Telephone: (808) 836-7924

If you do
business in
Hawaii . .

.

and need to keep
abreast of real property
sales and prices, we car-

ry tax-keyed listings ev-

ery week of the year.

. . . we have
news for you

BXJSINESm

For information call 521-0021.
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cine at John A. Burns School of Medi-

cine at the University of Hawaii; and

president of the American Diabetes As-

sociation, Hawaii Affiliate.

The announcement was made by the

American College of Physicians.

TAMBOCOR (FLECAINIDE
ACETATE) B.I.D. IS A UNIQUE
ANTIARRHYTHMIC DRUG of the

highly effective class 1-C agents that is

now available from Riker Lab-
oratories/3M. Controlled, worldwide
clinical studies in patients with ven-

tricular arrhythmias have demonstrated

that Tambocor suppresses both simple

and complex PVCs more effectively than

either quinidine or disopyramide, and

has proved effective in the treatment of

refractory sustained and non-sustained
j

V-tach, with a high, well-documented ;

safety profile. Submitted by: Jan Skin-

ner, Riker Laboratories/3M Co., 1333 '

Honokahua St., Honolulu 96825.

BY AN OVERWHELMING 89-7 VOTE,
THE SENATE OVERRODE A PRESI-
DENTIAL VETO OF THE BIO-
MEDICAL RESEARCH EXTENSION
ACT OF 1985. Utah Sen. Orrin G.

Hatch said, “We need to bolster our

technological means of waging war on

cancer, heart disease, high blood press-

ure, Alzheimer’s disease and promote

more and more effective ways of admin-

istering health care.”

PAUL A. DEMARE, MD, CHIEF OF
RADIATION ONCOLOGY at St. Fran

cis Hospital, was recently elected presi-

dent of the Hawaii Pacific Division of

the American Cancer Society. Elected to

DeMare Will

a second term as the division’s chairman

of the board is Drake W. Will, MD,
j

chief of pathology and vice president for i

medical and dental staff services. The
Queen’s Medical Center.

Hawaii Medical Journal :



Tell her where it hurts,

and Louann Lombardi

starts to operate.

one ofour
doctors.

She's one of over 200
Hawaiian Tel service

people, on call for busi-

ness customers, 24 hours

a day.

"Actually, preventive

service is my speciality.

I monitor and analyze

clients' equipment from

our switching operations

center. And most of the

time, I fix problems before

they become serious.

Without the client even

knowing."

Of course, it doesn't

hurt that Louann has the

help of the latest diag-

nostic systems. And a

back-up team of other

specialists.

But ultimately, it's her

own hustle and dedication

that make Louann the

good 'doctor" she is.

And that's something

you'll appreciate, even
if you never need a

house call.

HAWAIIAN TEL
Bexond the call



Now you can get an
IRALoan for only^67 a month.

IRA’s are a great way to save money. And a First Hawaiian

IRA is guaranteed to keep growing. Now it’s easier than ever to

get an IRA Loan, even if you don’t have the cash on hand.

Our IRA Loan is a three year loan—which is why the

payments are so low. For example, the payment for a $2,000 loan

is only $67 a month. If you qualify, you can borrow up to $8,000.

And with no prepayment penalty, you can choose to pay off your

loan anytime. See any First Hawaiian branch for more details.

Here are some examples of

how much you may save with

an IRA Loan.

If you are single

with 1985 Federal

taxable income

of $30,000

If you are a working

couple filing jointly

with 1985 combined
Federal taxable

income of $40,000

Your IRA Loan

1985 Tax Savings*

Interest Earned on IRA

Interest Paid on IRA Loan

NET SAVINGS FOR FIRST YEAR

TOTAL TAX SAVINGS,

RETIREMENT SAVINGS AND
INTEREST GAIN FOR FIRST YEAR

$ 2,000 $ 4,000

+ 800 -f 1,625

+ 176 + 352

- 182 - 364

$ 794 $ 1,613

$ 2,794 $ 5,613

Loan rate is a blend of 10.56% APR for the first year and 13.92% for the remaining 2 years.

36 monthly payments of $66.43 for a $2,000 ($132.86 for a $4,000) 3-year IRA Loan (12.00%

Annual Percentage Rate).

Interest earned is for 1 year on the FHB 3-year IRA deposit with effective yield of 8.816%.

Loan rate and IRA deposit yield are as of January 30, 1986 and are subject to change.

Substantial penalty for early withdrawal of an IRA. IRA Loan applicants

must meet IRA eligibility requirements.

IRA Loan program ends April 15, 1986.

‘Includes both Federal and Flawaii State tax savings.

We say yes to you. Member FDIC



APRIL 1986

VOL. 45, NO. 4

I

CONTENTS

Editorials: 94

This Is My Mana‘o

Music, Medicine and Mankind: A Musing

J.l. Frederick Reppun, MD

The HMA President’s Message: 96

Terminal Illness Revisited

Russell T. Stodd, MD
HMA President

Clinical Pathologist’s Easy Chair 96

Red-Cell Distribution Width

Francis H. Fukunaga, MD

Significant Workers’ Compensatiop Losses at 98

Straub Clinic and Hospital, inc.—

Honolulu, Hawaii

Thomas M. Cashman, MD, Frank L. Tabrah, MD,
Margretta B. Obrecht, RN, MPH

Ethics and the Independent Medical Examination 102

Harry K. Davis, MD

785b

The Right to Die and 103

the Erosion of Patient Rights

Lawrence L. Heintz

Continuing Medical Education 112

News and Notes 114

Henry Yokoyama, MD

l.l OF CA-SAN FRANCISCO
• THE LIBRARY
* ACQUISITIONS DIVISION
!
SAN FRANCISCO, CA 94143



Otoscopic view of

tympanic membrane in a patient

who did not respond to ampicillin

Same patient after

ten days of Bactrim (trimethoprim

and sulfamethoxazole/Roche) therapy

til

Copyright © 1985 by Moffmann-La Roche Inc. All rights reserved.



in acute otitis media

V Penetrates and clears middle-ear fluid of susceptible strains

of H. influenzae and S. pneumoniae'

> Reduces evidence of inflammation and bulging eardrum

"

V Results in a reduction of fever, pain and other symptoms ‘ ^

Active against86% of H. influenzae in vitro—&i&n amoxicillin-

and ampicillin-resistant strains

Overall, 86% of Haemophilus influenzae strains taken from sputum cultures prove

susceptible in vitro to Bactrim / In one study, 100% of 191 ampicillin-resistant

H. influenzae isolates were susceptible to Bactrim.'’ However, in vitro data do not

necessarily correlate with clinical results.

Active against 91% of S. pneumoniae in vitro

In sputum cultures of Streptococcus pneumoniae, the most frequent pathogen in acute

otitis media, 91% of isolates show susceptibility in vitro to Bactrim.''

Excellent clinical activity—and economical

In comparative clinical trials in children with acute otitis media, Bactrim b.i.d. was

unsurpassed by ampicillin, amoxicillin or cefaclor.'’

And the average cost of Bactrim is lower than that of cefaclor and comparable to that

of ampicillin and amoxicillin.’

Bactrim is indicated in acute otitis media due to susceptible organisms when it offers

an advantage over other antimicrobials. Bactrim is contraindicated in pregnancy,

lactation, infants under two months of age and documented megaloblastic anemia

due to folate deficiency. To date, there are limited data on the safety of repeated use

of Bactrim in children under two years of age.

Cherry-flavored suspension i

Bactrim Pediatric^
(trimethoprim and sulfamethoxazole/Roch^

B.I.D. forenhanced compliance.
References: I. Klimek JJ el al: J Pedimr 96: 1087-10X9. Jun 1980 2. .Schvsariz RH el at: Rev Infeci Dis 9:.S14-51fi, Mar-Apr 1982. J. Cooper J Inman JS Dawson AF Pracimoner
2/7.'804-809. Nov 1976. 4 . Antibiotic Sensitivity Report. Winter 1983. BAC DATA Medical Information Systems. Inc. 5. Data on tile. Ilotimann-La Roche Inc Nutley NJ
6. Wormser GP. Keusch GT. Heel RC: Drugs 24:459-_S18, Dec 1982. 7. Med Leu Drugs Ther 23:9M9i. Oct 30 1981

Please see summary of product information on the following page.



BACTRIM™ (trimethoprim and sulfamethoxazole/Roche)

Before prescribing, please consult complete product information, a summary of which

follows;

CONTRAINDICATIONS; Hypersensitivity to trimethoprim or sulfonamides; docu-

mented megaloblastic anemia due to folate deficiency; pregnancy at term and during the

nursing period; infants less than two months of age.

WARNINGS: FATALITIES ASSOCIATED WITH THE ADMINISTRATION OF SUL-
FONAMIDES, ALTHOUGH RARE, HAVE OCCURRED DUE TO SEVERE REAC-
TIONS, INCLUDING STEVENS-JOHNSON SYNDROME, TOXIC EPIDERMAL
NECROLYSIS. FULMINANT HEPATIC NECROSIS, AGRANULOCYTOSIS, APLAS-
TIC ANEMIA AND OTHER BLOOD DYSCRASIAS.
BACTRIM SHOULD BE DISCONTINUED AT THE FIRST APPEARANCE OF SKIN
RASH OR ANY SIGN OF ADVERSE REACTION. Clinical signs, such as rash, sore

throat, fever, pallor, purpura or jaundice, may be early indications of serious reactions. In

rare instances a skin rash may be followed by more severe reactions, such as Stevens-

Johnson syndrome, toxic epidermal necrolysis, hepatic necrosis or serious blood disorder.

Perform complete blood counts frequently.

BACTRIM SHOULD NOT BE USED IN THE TREATMENT OF STREPTOCOC-
CAL PHARYNGITIS. Clinical studies show that patients with group A p-hemolytic

streptococcal tonsillopharyngitis have a greater incidence of bacteriologic failure when
treated with Bactnm than with penicillin.

PRECAUTIONS;
General: Give with caution to patients with impaired renal or hepatic function, possible

folate deficiency and severe allergy or bronchial asthma. In glucose-6-phosphate dehydro-
genase-deficient individuals, hemolysis may occur, frequently dose-related.

Information for Patients: Instruct patients to maintain adequate ffuid intake to prevent

crystalluria and stone formation.

Laboratory Tests: Perform complete blood counts frequently; if a significant reduction in

the count of any formed blood element is noted, discontinue Bactrim Perform urinalyses

with careful microscopic examination and renal function tests during therapy, particularly

for patients with impaired renal function.

Drug Interactions: In elderly patients concurrently receiving certain diuretics, primanly
thiazides, an increased incidence of thrombocytopenia with purpura has been reported.

Bactrim may prolong the prothrombin time in patients who are receiving the anticoagu-

lant warfarin. Keep this in mind when Bactrim is given to patients already on anticoagulant

therapy and reassess coagulation time. Bactrim may inhibit the hepatic metabolism of phe-

nytoin. Given at a common clinical dosage, it increased the phenytoin half-life by 39% and
decreased the phenytoin metabolic clearance rate by 27%. When giving these drugs con-

currently. be alert for possible excessive phenytoin effect. Sulfonamides can displace metho-
trexate from plasma protein binding sites, thus increasing free methotrexate concentrations.

Drug/Laboratory Test Interactions: Bactrim, specifically the trimethoprim component, can
interfere with a serum methotrexate assay as determined by the competitive binding

protein technique (CBPA) when a bacterial dihydrofolale reductase is used as the binding

protein. No interference occurs if methotrexate is measured by a radioimmunoassay
(RIA). The presence of trimethoprim and sulfamethoxazole may also interfere with the

Jaffe alkaline picrate reaction assay for creatinine, resulting in overestimations of about
10% in the range of normal values

Carcinogenesis. Mutagenesis, Impairment of Fertility: Carcinogenesis: Long-term studies

in animals to evaluate carcinogenic potential not conducted with Bactnm. Mutagenesis:

Bacterial mutagenic studies not performed with sulfamethoxazole and trimethoprim in

combination. Tnmethoprim demonstrated to be nonmutagenic in the Ames assay. No
chromosomal damage observed in human leukocytes in vitro with sulfamethoxazole and
trimethopnm alone or in combination; concentrations used exceeded blood levels of these

compounds following therapy with Bactrim. Observations of leukocytes obtained from
patients treated with Bactnm revealed no chromosomal abnormalities. Impairment of
Fertility: No adverse effects on fertility or general reproductive performance observed in

rats given oral dosages as high as 70 mg/kg/day trimethoprim plus 350 mg/kg/day
sulfamethoxazole.
Pregnancy: Teratogenic Effects; Pregnancy Category C. Trimethoprim and sulfamethoxa-
zole may interfere with folic acid metabolism, use during pregnancy only if potential

benefit justifies potential risk to fetus. Nonteratogenic Efiects; See CONTRAINDICA-
TIONS section.

Nursing Mothers: See CONTRAINDICATIONS section.

Pediatric Use Not recommended for infants under two months (see INDICATIONS and
CONTRAINDICATIONS sections).

ADVERSE REAUTIONS: Most common are gastrointestinal disturbances (nausea,

vomiting, anorexia) and allergic skin reactions (such as rash and urticaria) FATALITIES
ASSOCIATED WITH THE ADMINISTRATION OF SULFONAMIDES, ALTHOUGH
RARE, HAVE OCCURRED DUE TO SEVERE REACTIONS, INCLUDING STEVENS-
JOHNSON SYNDROME, TOXIC EPIDERMAL NECROLYSIS, FULMINANT
HEPATIC NECROSIS. AGRANULOCYTOSIS, APLASTIC ANEMIA AND OTHER
BLOOD DYSCRASIAS (SEE WARNINGS SECTION). Hematologic: Agranulocytosis,
aplastic anemia, thrombocytopenia, leukopenia, neutropenia, hemolytic anemia, mega-
loblastic anemia. hypoprothrombinemia, methemoglobinemia, eosinophilia. Allergic

Reactions: Stevens-Johnson syndrome, toxic epidermal necrolysis, anaphylaxis, allergic

myocarditis, erythema multiforme, exfoliative dermatitis, angioedema, drug fever, chills,

Henoch-Schoenlein purpura, serum sickness-like syndrome, generalized allergic reac-

tions, generalized skin eruptions, photosensitivity, conjunctival and scleral injection,

pruritus, urticaria and rash. Penarteritis nodosa and systemic lupus erythematosus have
been reported. Gastrointestinal Hepatitis (including cholestatic jaundice and hepatic

necrosis), elevation of serum transaminase and bilirubin, pseudomembranous enterocoli-

tis, pancreatitis, stomatitis, glossitis, nausea, emesis, abdominal pain, diarrhea, anorexia.
Genitourinary: Renal failure, interstitial nephritis. BUN and serum creatinine elevation,

toxic nephrosis with oliguria and anuria, crystalluria. Neurologic: Aseptic meningitis,
convulsions, peripheral neuritis, ataxia, vertigo, tinnitus, headache. Psychiatric: Halluci-

nations. depression, apathy, nervousness. Endocrine: Sulfonamides bear certain chemical
similanties to some goitrogens. diuretics (acetazolamide and the thiazides) and oral

hypoglycemic agents; cross-sensitivity may exist. Diuresis and hypoglycemia have
occurred rarely in patients receiving sulfonamides Musculoskeletal: Arthralgia, myalgia
Miscellaneous Weakness, fatigue, insomnia.
DOSAGE AND ADMINISTRATION: Not recommended for use in infants less than two
months of age.

URINARY TRACT INFECTIONS AND SHIGELLOSIS IN ADULTS AND CHIL-
DREN. AND ACUTE OTITIS MEDIA IN CHILDREN; Usual adult dosage for urinary
tract infections is one DS tablet, two tablets or four teaspoonfuls (20 ml) b.t.d. for 10 to 14

days. Use identical daily dosage for 5 days for shigellosis. Recommended dosage for
children with urinary tract infections or acute otitis media is 8 mg/kg trimethoprim and
40 mg/kg sulfamethoxazole per 24 hours, in two divided doses every 12 hours for 10 days.
Use identical daily dosage for 5 days for shigellosis Renal Impaired: Creatinine clearance
above 30 ml/min, give usual dosage; 15-30 ml/min, give one-half the usual regimen; below
15 ml/min. use not recommended.
ACUTE EXACERBATIONS OF CHRONIC BRONCHITIS IN ADULTS; Usual adult
dosage is one DS tablet, two tablets or four leasp. (20 n\\) b.i.d. for 14 days.
PNEUMOCYSTIS CARINII PNEUMONITIS; Recommended dosage is 20 mg/kg
tnmethoprim and 100 mg/kg sulfamethoxazole per 24 hours in equal doses every 6 hours
for 14 days. See complete product information for suggested children's dosage table.

HOW SUPPLIED; DS (double strength) Tablets (160 mg trimethoprim and 800 mg sulfa-

methoxazole )— bottles of 100, 250 and 500; Tel-E-Dose^ packages of 100, Prescription
Paks of 20. Tablets (80 mg trimethopnm and 400 mg sulfamethoxazole)— bottles of 1(X)

and 500; Tel-E-Dose*^ packages of 100; Prescription Paks of 40. Pediatric Suspension
(40 mg trimethoprim and 200 mg sulfamethoxazole per teasp )—bottles of 100 ml and
16 oz (1 pint). Suspension (40 mg trimethoprim and 200 mg sulfamethoxazole per
teasp.)—bottles of 16 oz(l pint).

STORE TABLETS AT 15*-30*C (59'*-86T) IN A DRY PLACE PROTECTED FROM
LIGHT
STORE SUSPENSIONS AT 15"-30‘’C (59^-86^) PROTECTED FROM LIGHT.

Roche Lahoratones
Division of Hoffmann-La Roche Inc

Nutley. New Jersey 07110
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Ifyour patient

needs surgery,

consider the
outpatient
alternative.

Your patients aren’t the only ones who benefit

from ambulatory surgery .

’’ibu too ean enjoy the convenience of easy sched-

uling and less administrative red tape when you per-

form elective procedures in an outpatient setting.

W hen you choose a lower cost setting for ambu-
latory surgery, your surgical reimbursement re-

mains unaffected while you help your patient

avoid unnecessaiy hospit;il bills. Also, by saving

hospital beds for patients who really need them,

health care costs are contained for everyone.

HMSA guarantees maximum heiUth plan cover-

age for outpatient services at participating surgery

centers and in your own office.

(';ill HMSA’s Professional Relations staff for more
information on outpatient surgery.
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Relations
Department
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Hawaii: 935-5441 (Hilo)
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Editorials

This is my Mana‘o

Things are happening fast and furious everywhere in the

world, the nation, in Hawaii and in the local medical communi-

ty. It is difficult to keep up with events.

At the regularly scheduled meeting of the QMC
Medical/Dental staff on Nov. 5, 1985, C-of-S Jim Stewart

announced that the QMC Board of Trustees intends to raise

MMPI (Medical Malpractice Insurance) premium requirements

— or has to — to $500,000/$! million level of coverage.

“There have been suits, with the hospital involved, for more
than a million dollars,” said Stewart. George Bolian confirmed

the fact and added the incredible statement that suits have gone

as high as $161 million. (Or did we hear aright?) Further

comment indicated that Straub is now requiring $1 million/$6

million.

Bill Hindle, just back from a visit to HCFA, where he found

the nation’s top health agency in disarray, added to the MMPI
discussion by indicating that it sometimes took 15 years to

conclude a case of medical malpractice and that it was common
for a truly aggrieved patient to wait five years before payment

of compensation ensued.

At the Jan. 3, 1986, HMA Council meeting, staffer Ray Higa

reported that HMA was submitting a grant proposal to DSSH
for $29,000 in order to study the problem of the ethics involved

in the withdrawal of life support systems in the case of patients

who are terminally ill. This probably ties in with HMA’s recent

poll of members as to how they feel about “living will” legisla-

tion.

Allan Kunimoto, heading HMA’s effort to find a new home
(it has to evacuate its present abode), has received a 27%
response to the poll of members on their preference as to how to

finance the proposed building to go up on the open lot at

Beretania and Keeaumoku streets. Of the responders, an over-

whelming 86% favored the purchase option. We are wondering

how the other 73%, the non-responders, feel. Are they opposed

to the whole idea of HMA putting up a building on land it now
owns outright? Or do they not know which financing option to

choose? Or does it not matter to them which choice is made
ultimately? Or have they simply ignored the in-baskets on their

desks?

Before any financing plan can be instituted, the Council must,

and did, vote to return the monies previously “loaned” interest-

free by members to the old “Dang Plan.”

An interesting bit of news came from Bill laconetti, delegate

to the AMA at its interim meeting the end of 1985: Of the $74

billion paid by the government to physicians, 17% went for

professional liability coverage.

J.I. Frederick Reppun, MD
Editor

Music, Medicine and Mankind:
A Musing

Sitting in the fourth row parterre and right smack in the

middle, in the Neal Blaisdell Auditorium, we had the delight of

both listening to, and viewing, the Honolulu Symphony at its

Tuesday, Dec. 17, Classic Series-8 concert. Our partner dubbed

that particular program “a sing-along,” because of its very

familiarity: Schubert’s No. 5, Strauss’ Till Eulenspiegel, and

Tchaikovsky’s Concerto No. 1. Until after the huge grand

piano, dead center stage front for virtuoso Jose Feghali in the

Tchaikovsky, obstructed our view of the conductor, we also

enjoyed the rhythm of Donald Johanos’ flapping coattails with

gesticulating arms protruding above.

94

It was the anatomy of the fingers, seen close on, that set the

train of thought on its way. The violinists, on our left, mostly

female, exhibited the right hand, holding the bow gently, caress-

ingly, the fingers firmly set and immovable, but the wrist and I

arm in fluid, coordinated rhythm. I

On our right the cellists, and behind them the huge bass
|

fiddles, were more on the male side. Most fascinating was the .

left hand of a woman, whose very white hand had long fingers.
|

There was little flesh, revealing slim bones and tendons working .

together. '

What marvelous and intricate coordination is manifested by i

the human hand! Almost alone in the playing of a musical
|

instrument does it reach its peak of perfection measured by the I

purity of tone and the precision of sequence. Perhaps even with

the speed of light, the sensory and the motor pathways in the
j

human body work together to produce the art. There is volun-

tary control from the cerebral cortex, yes, but long practice t

makes precision and perfection happen almost automatically.

And then the whole magnificent orchestra is a human wonder,

a transition from the anatomy of each part to the anatomy of

the whole. Each individual human in it, perfect alone, is perfect

in conjunction with fellow humans as well. Marvelous, exhila-

rating, prideful and uplifting! We can and do it: Work together

to perfection! Would could the humans on this planet but do the

same!

As for the conductor? We wondered. Was he the master of

this cohesive effort, the key to the precision without whom it

would all fall apart in anarchy? Did it mean that one brain —
and only one — is needed to orchestrate a world of peace on

!

earth? '

We watched the faces of the players, their eye movements, !

how often they looked away from the sheet music before them i

in order to glance momentarily at Johanos. We concluded that

this orchestra, this human, anatomical, social entity had been so
I

well trained by him in the practice sessions, that his antics at the

performance were perhaps superfluous; the orchestra could have

performed, and as well, without him on the podium. However,
we wondered.

;

Perhaps a dictator — a single “global brain” — is needed in
j

order to bring mankind into a coordinated peaceful whole. This
j

was emphasized just once, during that concert, when the con-

ductor rapped his baton on the stand for attention; the orchestra i

strings rested their bows in their laps and all movements stopped
i

as Johanos half-turned toward the audience and waited, frown-

ing, until the last cough died down before once again bringing

his team to attention!

We have discussed the physical anatomy of the individual

players and the mechanical cohesion of the orchestra as a social

entity. But the element of a soul as well was projected onto us in

the audience when young Brazilian Jose Feghali went through

the concerto. The piano is a magnificant and wide-ranging

instrument; Tchaikovsky, the alternately brooding, passionate,

soaring and joyful Russian composer, drew every potential out

of piano-plus-orchestra. And, Feghali made it come alive.

We could not take our eyes off his figure and face. He seemed

to be talking, shouting, whispering, cajoling, dreaming as he

played, oblivious of audience, orchestra and even the conductor,

except for brief intervals of respite. Here was a virtuoso indeed
— an individual enthralled with his own feelings, expressing his

own rapture with life and with a supreme being, perhaps,

transcending mankind’s petty squabblings.
j

The emotional experience was exhausting — no doubt to the

player(s) but even for us in the audience. The contrast between

the utopian social entity that man aspires to in a “one world of

peace” concept, perhaps under a benevolent director, and the

heights attainable by individual virtuosos in absolute freedom
was manifest.

The marvel of the human body, of which physicians are

particularly cognizant, and the marvel of the human soul and its

aspirations toward individual and social perfection are brought
i

out through music. '

J.I. Frederick Reppun, MD

Hawaii Medical Journal
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The HMA President’s Message:

Terminal Illness Revisited

Scott and I were acquaintances in medical school. It was in

those halcyon days prior to Vietnam, Medicare, the Great

Society, and abortion on demand. The two of us became really

close friends when we served in residency

in the same hospital, but in different pro-

grams. After our medical incubation, we
went our separate ways, but we remained

reasonably close with letters about family

activities once or twice a year.

One fine summer, he invited me to join

him on a fishing and camping outing in the

big sky country of Montana. I met him
there in his home community, and we went

about the business of getting our gear to-

gether: fishing tackle, hiking boots, and
then we stopped at the bank for that most vital travel necessity,

money. The bank manager saw us, or rather saw Scott, and
came out to greet us; then the banker asked Scott, who was
caring for his, the banker’s sister, how she was doing. He knew
that she was desperately ill.

She was a young woman, less than 40 years, who had been

found to have pelvic cancer. Sadly, the diagnosis was not known
until the disease was widespread. Scott described her failing

condition in straight terms, knowing that this intelligent man
would understand. He related some details about the gravity of

her disease, and then said that heroic measures could be tried.

This would involve extensive surgery, with prolonged hospital-

ization, and considerable expense. He added that at best, this

would extend her life for a short period, exactly how long, one

could not say. Then he added that he would not do that.

He talked of the good life which she had, of the support and

devotion of her family, and of the courage, love and kindness

she displayed. He said she would probably lapse into coma and

die painlessly, and that he would keep her as free from pain as

possible.

The bank manager listened intently, thanked Scott, then said

that he understood, and felt that his medical decision was a

good one. We left the bank and continued on our way, some-

what quieter, with the elation of our outing subdued for the

time. In the intervening 20 years, I have forgotten most of the

fishing and camping, but the meeting at the bank is still vividly

imprinted in memory.
Could the same event occur today? Probably not. It is quite

likely that the final decision would be the same, but not until a

labyrinth of consultations with clergy, family, additional physi-

cians, hospital committees of various names, attorneys, notaries

and detailed documents had all been included in the chart.

In our efforts to legislate our collective belief about prolong-

ing life — or prolonging death — we really accomplish just the

opposite. The art of medicine is not a piece of paper, it is a state

of mind. No document can prescribe a loving family, a religious

faith, a compassionate, caring physician, and these are the hope

and comfort of the dying person.

Russell T. Stodd, MD
HMA President

Stodd

Clinical
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Francis H.

Fukunaga, MD

Red-Cell Distribution Width
Automated methods of blood-cell counting have revolution-

ized the hematology laboratory. They have replaced inaccurate
manual procedures and have changed some of our concepts of
the anemias. The standard deviation of automated red-cell

counts is less than 0.1 million per dl while the manual method
SD is about 0.5 million per dl. The SD of the MCV by
automated instruments is below 1 fl vs. the higher calculated
MCV by the manual methods due to the falsely elevated
hematocrits. These automated instruments provide additional
data that can be useful as diagnostic aids and also help in the
interpretation of abnormal results.

Wintrobe pioneered the use of INDICES that were calculated

from the measurements of hemoglobin, hematocrit and red-cell

count.' The MCV (mean corpuscular volume) is hematocrit/

RBC-count; the MCH (mean corpuscular hemoglobin or aver-

age hemoglobin concentration of the red-cell) is hemo-
globin/RBC-count: and the MCHC (mean corpuscular
hemoglobin concentration) is hemoglobin/hematocrit. These
indices allowed the classification of the anemias according to

size (normocytic, microcytic and macrocytic) and hemoglobin
concentration (normochromic and hypochromic). These mean
values, however, may be misleading; they represent a wide range

of values. An MCV of 90 fl may indicate normal red blood cells

but may also represent a mixed population of small and large

cells.

The automated systems not only increased the accuracy of
Wintrobe’s indices but also have changed our perception of
some of the indices. Manual methods measure hemoglobin,

(Continued on page 100)

Table 1.

Low MCV and Normal RDW:
Chronic disease

Thalassemia minor

Low MCV and High RDW:
Iron deficiency

Red cell fragmentation

Hemoglobin H
S-beta Thalassemia

Normal MCV and Normal RDW:
Normal

Chronic disease

Nonanemic hemoglobinopathy (eg; AS, AC)
Hereditary sperocytosis

Hemorrhage
Chemotherapy
CLL, CML

Normal MCV and High RDW:
Anemic hemoglobinopathy (eg; SS, SC)
Early iron, B-12 or folate deficiency

Myelofibrosis

Sideroblastic anemia
High RBC count (KMC experience)

High MCV and Normal RDW:
Aplastic anemia

Preleukemia (Myelodysplasia)

High MCV and High RDW:
B-12 or folate deficiency

Immune hemolytic anemia
Cold agglutinins

CLL with high count
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HOW TO REDUCE RECEIVABLES

^

WITH

MIBS
MEDICAL INFORMATION and BILLING SYSTEM
MIBS is an advanced outpatient medical billing system. MIBS is a total in-house system
utilizing an IBM PC/AT or PC/XT. MIBS is designed for Hawaii’s Physicians including
extensive capability for HMSA insurance claim processing. This system offers the
following advantages:

Daily Billing

Processing billing statements daily or weekly improves
cash flow and evens out clerical workload. A patient’s

first statement is based on when the first charge is

available for billing. Accounts with an existing balance
continue to receive one statement per month at the same
time of the month. Daily billing improves cash flow by
reducing the time between a patient’s first visit and
their first bill.

Collection Letters
The practice can design and automatically generate col-

lection letters for delinquent accounts. Practice gene-
rated collections letters are many times as effective as

those sent by a pre-collection service.

Statement Dunning Messages
Dunning messages on billing statements are based on the

age of the account balance. This allows the practice to

communicate the delinquency of the account to the patient.

Payment Plan
Budget payment plans or "promise to pay" amounts can be
set and tracked by MIBS. Budget payment amounts are

printed on the billing statement.

Service Charge
Assessing a service charge improves the collection rate.

Many patients pay their accounts earlier to avoid a ser-

vice charge.

Delinquent Account Report
MIBS generates a report of delinquent accounts based on
user specified criteria allowing the practice to focus
collection efforts.

MIBS: MEDICAL INFORMATION and BILLING SYSTEM
Advanced medical billing + IBM PC Equipment (PC/XT^'^ or PC/AT
+ extensive PPMS training + professional service + continuous support

For a DEMONSTRATION on how MIBS can improve your MEDICAL BILLING
Call Bill Liggett at 521-2397.

Pacific Professional Management Systems, Inc.

1 188 Bishop St. Suite 3010 Honolulu, Hawaii 96813 Ph. 521-2397



. . . employers are squawking

Significant Workers’ Compensation Losses at

Straub Clinic and Hospital, Inc. —
Honolulu, Hawaii

Thomas M. Cashman, MD, Frank L. Tabrah, MD,
Margretta B. Obrecht, RN, MPH

Workers' compensation losses are of significant concern because they are

very difficult to control in Hawaii’s current legal/economic system.

Twenty-five workers’ compensation cases among hospital employees requir-

ing insurance reserves greater than $5,000 during 1984 were reviewed. The
greatest losses were due to back pain; $310,940 in reserves were lost from 14

cases, averaging $22,210 per case. Hospital nurses (RNs/LPNs) seemed to be

at greatest risk. Injuries causing severe losses were almost equally divided

between lifting episodes and slips and falls.

At present, Straub Clinic & Hospital is developing an aggressive in-house

Occupational Medicine Program emphasizing prevention, worker protection,

and an early return to work (light duty) system.

The Joint Committee on Accreditation

of Hospitals (JCAH) requires that hospi-

tals maintain records of pre-employment

health examinations and subsequent

health care rendered to hospital employ-

ees, to ensure that employees are free

from communicable disease and that they

are physically able to carry out the duties

expected of them.

Problems of occupational health in

hospitals* include the stress of shift

work, exposure to biologicals and
chemicals such as ethylene oxide in steri-

lization units, protection of pregnant

workers, infection control and the haz-

ards involved in maintenance work and

the duties of security personnel.

Cuts and wounds from knife and saw
blades and needles are common injuries.

Kitchen workers and sterilizing workers

are exposed to potential scalds and

burns. Occupational asthma from for-

malin has been reported in workers in

renal dialysis units. Hexachlorophene, a

teratogen, is in soap used by hospital

workers. Wives of male anesthesiologists

have an increased incidence of spontane-

ous abortion.* There are also problems

of exposure to asbestos from ceilings and
pipes. Drug overuse is high among hospi-

tal personnel and stress and fatigue are

particular problems, especially among in-

tensive care personnel.*

Hawaii’s workers’ compensation losses

are the greatest in the nation. (See Table

l.)2 Hawaii ranks first in the nation in

From the Department of Occupational Medicine,

Straub Clinic and Hospital, Inc., Honolulu, Hawaii.

percent of payroll deduction for workers’

compensation insurance premiums and
lost time per 100,000 man-years; both are

more than twice the national average.

Permanent total disability cases per

100,000 man-years are 10 times the na-

tional average. The state ranks second in

permanent partial disability cases per

100,000 man-years, more than twice the

national average. The average cost per

medical benefit is $878, third in the na-

tion; the total benefit per 100,000 man-
years is $38. 3 million, fourth in the na-

tion.

These high losses are attributable to

the Hawaii Supreme Court’s inter-

pretation of language originally found in

the New York workers’ compensation
law. Hawaii’s interpretation of this law is

significantly different from that of the

New York courts. Because of the pre-

sumptive clause, it is rather easy to estab-

lish entitlements of benefits under Ha-
waii’s laws and in some instances it is

virtually impossible for employers to de-

fend against a claim even in the absence

of evidence that it is compensable. (Un-

der the presumptive clause, the employer
has to prove that an injury is not occupa-

tional in nature.) Additionally, the law

allows generous interpretation of average

weekly benefits, especially for workers
who customarily work less than 40 hours

a week.

Other causes of high loss from the

workers’ compensation fund are Ha-
waii’s short waiting period of two days

for temporary total disability benefits,

(most states require 14 days), and per-

manent disability benefits given to em-
ployees with minor injuries who later

have the ability to return to similar jobs

with no loss of earning capability. There

is also generous allowance for com-
pensating injured workers who had a pre-

existing disability that occurred prior to

the injury. An injured worker can reopen

a case long after benefits have stopped —
far longer than in most other jurisdic-

tions. This encourages inequitable settle-

ments with release agreements to termi-

nate the employee’s right to future bene-

fits in exchange for large sums of money.
Such structured settlements threaten the

stability of the workers’ compensation

program in Hawaii, resulting in addi-

tional cost to the system and to the con-

sumer. The frequency of these settle-

ments is increasing.

2

Under Hawaii law, the injured worker

has the right to choose a physician and
there is no limit on the number of physi-

cians or alternate-care providers he

chooses to see. Furthermore, there is no
limit on the number of visits.

Depending on one’s point of view, this

interpretation of the workers’ compensa-

tion law by the Hawaii Supreme Court is

considered to be either “progressive,” or

“excessive.” Because legislative reform

efforts are unlikely to bring down the

cost of workers’ compensation, Straub is

vigorously pursuing preventive occupa-

tional medicine programs.

Materials and Methods

Straub Clinic & Hospital, Inc., Hono-
lulu, Hawaii, has more than 1,400 em-
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Table 1.

Category Hawaii Rank National Avg.

Percentage of Payroll

for Work Comp Premium 3.8% 1st 1.4%

Lost-Time Cases Per

100, (XX) Man-Years 5,790 1st 2,780

Permanent Total Disability

Cases Per 1(X),0{X) Man-Years 94 1st 9

Permanent Partial Disability

Cases Per 1(X),000 Man-Years 1,474 2nd 591

Average Cost Per Case

of Medical Benefits $878 3rd $592

Total Cost of Benefits

Per 100, 0(X) Man-Years $38.3 mil. 4th $20.3 mil.

Data supplied by Chamber of Commerce of Hawaii.

Table 2.

$5,000 Reserve 1984

Losses by Diagnosis

DX No. $ Med. Rx $ Indem. $ Total $ Per Case

Low back pain 14 141,080 175,014 310,940 22,210

Neck pain 3 36,473 121,824 158,297 52,766

Shoulder pain 1 22,486 36,144 58,630 58,630

Laceration 1 625 2,675 3,300 3,300

Burn 1 3,532 1,485 5,017 5,017

Knee injury 4 8,044* 17,857 25,901 5,475

Contusion 1 2,515 2,515 2,515

Medical payment pending in one case.

Data supplied by Chamber of Commerce of Hawaii.

Table 3.

Costing >$5,000
Losses by Injury (1984)

No. $ Med. Rx $ Indem. $ Total $ Per Case

Falling 10 114,461 137,664 252,125 25,213

Lifting 11 88,542 136,515 225,057 20,460

Data supplied by Chamber of Commerce of Hawaii.

ployees. One hundred physicians practice

in a multispecialty setting. There are

more than 200 job descriptions in the

organization. Significant workers’ com-
pensation losses were reviewed for

baseline data to develop an Occupational

Medicine System for Straub Clinic &
Hospital.

The Human Resources Office iden-

tified 25 active cases in 1984 as using

reserves greater than $5,0(X) set aside for

workers’ compensation payments. Medi-
cal and insurance company records of
these patients were analyzed.

Results

Of the 25 cases reviewed, 21 were

female with an average age of 40.7 years;

four were male with an average age of

40.6 years. Thirteen (52%) were reg-

istered nurses (RNs) or licensed practical

nurses (LPNs); three (12%) were nurses’

aides (NAs); three (12%) were clerk typ-

ists; two (8%) were security guards. Oth-

ers were one physician, one volunteer,

one worker in housekeeping and one res-

piratory therapist.

Fourteen (56%) of the injured workers

VoL. 45, No. 3—April 1986

suffered low back pain; three (12%) suf-

fered neck pain; and four (16%) had
knee injuries. Other losses were single

occurrences involving a shoulder injury,

a burn, a contusion, and a laceration.

(See Table 2.)

Injuries reported as falls and slips oc-

curred in 10 workers (40%); patient lift-

ing injuries occurred in nine workers

(36%). Other lifting injuries involving

trash bags or boxes occurred in two
workers (8%). In all, 11 (44%) of the

injuries were due to lifting mishaps.

By diagnosis, loss was greatest, in

terms of medical payments and indemni-

ty expenditures, for low back pain, total-

ing $310,940, or an average of $22,210

per injured worker. However, neck and
shoulder injuries were more expensive

per injury at $52,766 and $58,630 per

case, respectively.

Comparing the cost of falls to lifting

injuries, losses per fall were a little

greater at $25,213 per case, compared
with $20,460 per lifting injury. The dif-

ference between these two figures, how-
ever, is not significant (p>0.05 Wilcoxon
rank-sum test. (See Table 3).

Of the 13 RNs/LPNs injured, eight

(61%) suffered low back pain. The other

five had any one of four other diagnoses.

When the 14 cases of the low back

pain were classified by occupation, eight

(57.1%) incurred by RNs or LPNs, and
two (14.2%) by nurses’ aides, who are

probably exposed to the same risk of

lifting injury as is the RN/LPN group.

As of Jan. 31, 1985, 25 workers on
longstanding temporary total disability

lost 3,904 work days (10.7 years) and five

have not yet returned to work.

Workers with low back pain (14 cases)

include four now on light duty and three

on prolonged temporary total disability.

The latter three have lost a total of 6.2

years of service. Among the 1 1 who have

returned to duty, 1,742 days (4.8 years)

were lost, an average loss of 158 days per

worker. Among the six RNs, 1,092 days

were lost at a cost of $265,531, or

$44,255 per case, for sick pay and bene-

fits.

Losses for the entire group of 25 in-

juries were $214,755 medical and
$288,599 indemnity, totaling $503,354,

or about $20,(XX) per worker. These costs

do not include replacement cost, which in

the case of an RN is $243.16 a day.

Discussion

According to these data, the greatest

losses occur when female RNs and LPNs
suffer back injuries. Reported elsewhere,

low back injuries occur in about 60 per-

cent of all workers. 3 This confirms our

impression that low back injuries are a

major concern.

Although there seems to be a dis-

crepancy in the literature in how back

pain relates to strength and fitness,"* there

is an increase of back pain in women if

their work requires hard physical effort.
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Increasing responsibility, mental concen-

tration and fatigue predispose a worker

to back pain. 5 These stresses are certainly

found among the working conditions of

hospital-based nurses.

Traditionally, efforts to control back

injuries have included attempts at worker

selection, teaching of proper lifting tech-

niques and designing or fitting the job to

the worker.

Worker selection has not been success-

ful in our situation. The most reliable

indicators of predilection for back pain

are past episodes. The history can easily

be distorted by the potential employee,

however.

To date, little emphasis has been

placed on examination of trunk strength

in relation to employability, despite the

association between heavy lifting and

back pain. Routine spinal X-rays are not

considered reliable or desirable, by con-

sensus of the Occupational Medicine As-

sociation.*

Education in order to prevent back
pain has been a disappointment. There
has been no significant reduction of in-

juries since the straight-back, bent-knee

lifting technique was introduced 40 years

ago.’ Education programs do not seem to

reduce back injuries.* Dehlin et aE re-

ported that repeated lifting instructions

had no effect on recurrent back pain

among nurses’ aides.

Ergonomics, or fitting the job to the

person, has not been seriously attempted

in our setting; it is extremely difficult to

fit skilled nursing personnel, who are

mostly female, to jobs requiring physical

strength.

Fitness has been associated with de-

creased injury, improved self-image and
increased productivity. However, while

strength-training for nurses’ aides de-

Clinical

Pathologist’s

Easy Chair

creases the duration of symptoms of low

back pain, it does not decrease the fre-

quency or the intensity of episodes.'® En-

durance training has not had a beneficial

effect on back pain of nurses’ aides."

Straub is attempting to control work-

ers’ compensation losses by employing a

full-time occupational-health nurse to

monitor and follow up all accidents. The
nurse also establishes contact with all

workers who lose work time, whether the

cause is job-related or not. We expect

that by establishing a close worker sup-

port system, we can decrease time lost by

early intervention and direction of these

workers to appropriate treatment, there-

by minimizing the illness and returning

the worker to duty as quickly as possible.

Our occupational-health nurse is work-

ing with our personnel department to

develop a light-duty return-to-work sys-

tem. Both the occupational-health nurse

and physician are active on the hospital

safety committee, and participate in safe-

ty and education programs. We have de-

veloped an extensive health promotion

program for our patients and encourage

our employees, as well, to participate at a

nominal cost. We have aerobics, weight

management and stress reduction pro-

grams and have developed our own
health risk assessments that complement

the employee physical examination by re-

lating lifestyle to the biochemical and

physiological parameters measured by

the examination. Our occupational-

health nurse is developing the concept of

annual or semiannual back-care certifica-

tion, similar to the idea of annual CPR
certification.

We hope to develop an employee-com-

munity culture that considers good health

and safety practices as part of its profes-

sional pride and identification.

Continuing supervisor education and
participation is essential in any effective

injury prevention program. Our greatest

emphasis has to be on management and

employee responsibility for prevention

and safety, with a genuine assurance to

all our staff that their own health and

well-being is of great concern to us and is

the most valuable factor in job produc-

tivity and quality performance.
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(Continued from page 96)

hematocrit and red-cell count, and calculate the MCV, MCH,
and MCHC while the automated systems measure hemoglobin,
RBC and MCV, and calculate the hematocrit, MCH and
MCHC. The hematocrit values by manual methods are higher

because of the trapped plasma between the red cells and this

results in a slightly reduced MCHC.^ This is most prominent in

iron deficient red blood cells. Microcytosis without associated

hypochromia is more commonly seen with the automated sys-

tems. The MCHC is truly elevated in the rare cases of

spherocytosis and is falsely elevated as a result of cold ag-

glutinins.

The ROW is an advancement in automated systems based

upon the automated sizing of individual red cells. The ROW
correlates with the ANISOCYTOSIS seen in blood smears. The
instrument measures the size of several thousand red cells and
forms a histogram. This histogram is similar to the Price-Jones

curve except that the cell volume, a more accurate measurement,
is used rather than the cell diameter. The MCV are derived from
this histogram and the SD and coefficient of variation (CV) of

the cell size are calculated (CV = SD of RBC Volume/

MCV X 100). This coefficient of variation is the red-cell

distribution width (RDW). The normal RDW is 11.5 to 14.5.

The normal range of 9.0 to 10.0 for the earlier automated

systems is based upon the width of the same red-cell histogram

at an arbitrary level. The RDW is believed to be a more sensitive

parameter in microcytic than macrocytic disorders.

Red blood cell disorders can be classified according to their

RDW and MCV into six combinations of low, normal or high

MCV with normal or high RDW*. (See Table.)

This system is especially useful in differentiating microcytic

disorders. Iron deficiency anemia shows an elevated RDW and

decreased MCV while the anemia of chronic diseases and
thalassemia minor show normal RDW and low MCV. A high

RDW and normal MCV are seen in early stages of folate and
vitamin B-12 deficiency with a later progressive rise in the MCV
and RDW in the vitamin deficiencies.
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... to avoid the appearance ofprejudice

Ethics and the

Independent Medical Examination

Harry K. Davis, MD*

A consultation has long been a hallmark of quality medical care. It affords

the attending physician an opportunity to have another physician’s opinion

rendered for the purpose of improving medical care.

Historically, this has been an invaluable learning experience for the physi-

cian in practice, sharing practical, "on the spot” information pertinent to his

and his patient’s needs with a trusted and respected expert.

As third-party payers came to intervene in the traditional medical care

delivery system, the consultation process has come to be known as the "second

opinion.
”

In the course of current trends of gov-

ernment-mandated medical practice

emphasizing professional competition

and the scramble for a place in the

market, a second opinion is often just

that and nothing more, rather than an

exchange of views as to how best to treat

the patient. Second opinions are popu-

larized mainly as they apply to the

surgical specialties, the implication being

that the original opinion “to operate”

electively may have been prejudiced by

the surgeon’s pecuniary interest. The
third-party payer involved in the case

feels that a second opinion may save it,

the payer/insurance carrier, money, if

the second opinion is: “Don’t operate!”

Even if the giver of the second opinion

is not actually obligated to advise a con-

trary course — as an obligation to the

third party who pays for the opinion —
there is the appearance of such a conflict

of interest. There is also the incentive for

the second opinion-giver to favof his

“employer” in order to have the third

party continue to give him more of the

same kind of “business.”

Such “abuses” have occurred, al-

though in most areas in the U.S. physi-

cians have resisted compromising basic

medical ethics.

Now we have another wrinkle on the

scene: The Independent Medical Exami-

nation (IME).

Very quickly, physicians practicing in

the highly competitive current climate

have learned that in order to get such

referrals from insurance companies or

plaintiff’s attorneys, the physician must
please his referred source. The way to do

so is to circumvent the facts of the case

* Department of Psychiatry

Straub Clinic and Hospital

888 S. King St.

Honolulu 96813
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by omitting or restating the medical data

in such a way as to be most helpful to the

payer. We have observed, after going

over a number of these IMEs, that such

techniques are being developed, either

intentionally or unintentionally, by these

physicians. (This is the assumption of an

adversarial position.)

These techniques involve:

1

—

Developing a long, rambling, loosely

structured history; interspersing state-

ments made by the patient who is

quoting the attending doctor, fol-

lowed by the Independent Medical

Examiner’s derogatory comments,
jokes or demeaning inferences about

the attending’s “second-hand” state-

ment. The examiner may even infer

that the attending’s treatment is in

itself iatrogenic. Therefore, when the

report is made, the patient’s clinical

condition is totally disguised in a

maze of redundant, inaccurate and
incomplete verbiage. One often won-
ders if the IME is to be either weighed

or read, since it contains so many
pages of irrelevant verbiage. One re-

cent report contained more than 26

single-spaced, typewritten pages!

2

—

Independent Medical Examinations
are often reported from an
adversarial viewpoint, presenting data

from history and clinical findings in a

way that can be interpreted by the

payer for the service as favorable to

the payer.

3

—

Another common practice noted in

the IME is to criticize the previous

care given to the patient in order to

establish the examiner’s adversarial

position. The Independent Medical
Examiner has pecuniary interests that

tend to promote such criticism in or-

der to ensure his being asked to do

more of the same by the insurance

company or plaintiff’s attorney.

4

—

The IME is usually performed by spe-

cialists in the appropriate fields of

medicine, with expertise limited to

one area of medicine. Yet some Inde-

pendent Medical Examiners, in their

omnipotence, make derogatory com-
ments about the care rendered by

physicians in other specialties. Such
an examiner is often not qualified

outside of his own field. '

5

—

Can the Independent Medical Exam-
iner spend 1 Vi to three hours doing

an examination and report, review the
j

findings of other physicians, and be

as knowledgeable as the attending
|

physician(s), who have treated this

patient for weeks and perhaps
months? Perhaps, but I have yet to

read an IME that recognized the limi-

tations of a one-time exam and case

review.

The unfortunate loser in all of this !

game of one-upmanship is the patient.

Already impaired by his injuries, his vic-

timization continues as he loses con-

fidence in his attending physician, knows
the Independent Medical Examiner is a

j

“paid gun” and then wonders “Who
j

can I trust?” Most patients are not aware
j

of the niceties of medical ethics, but after
[

going through the above experience with
j

the Independent Medical Examiner, the

patient may view the entire medical pro-
'

fession with disgust and disdain, and

wonder if there is any profession that

money cannot corrupt.

Can we, as physicians, change this

IME system through re-establishing eth-

ics, professionalism, honesty, and inte-

grity and return the adversarial system to

the courts? Can we get our “house in

order” so patients have respect for both

the attending physician and the Inde-

pendent Medical Examiner? Can the In-

dependent Medical Exam or “second

opinion” be returned to the status of

consultation?

Perhaps there are ways for the IME to !

provide a valid second opinion without :

assuming an adversarial position. The

IME could be a helpful service to the I

insurance company, the plaintiff’s at- i

torney, the attending physician, and yet
j

still be within the bounds of medical I

ethics. Some states have court-ordered
j

(Continued on page 108)
|
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. . . the law may obfuscate!

The Right to Die and the

Erosion of Patient Rights

Lawrence L. Heintz*

During a trip to Washington to visit my father, who has end-stage squamous
cell carcinoma of the lung, I undertook a study of “Natural Death Acts” and
hospital policies and practices in Idaho and Washington.

What I found was sobering. It caused me to counsel my father to cross the

state line to Idaho in the event that he needed hospitalization in the last weeks

of his life. This is a sorry tale to tell.

My research, which included a study of 25 natural death acts, leads me to

urge caution. A poorly drafted natural death act can lead to erosion ofpatient

rights rather than fulfillment of patient wishes.

Idaho and Washington both have Nat-

ural Death Acts, so-called “right-to-die”

laws, which make living wills legal. So
what is the problem? The problems are

myriad: the laws can be poorly drafted;

they can place bureaucratic barriers in

the way of the patient; and the hospital

policies that are meant to implement the

laws can erode the very rights that the

law is designed to protect. This is by no
means an exhaustive list of the problems.

The most fundamental problem, and
possibly the source of the others, is that

clearly these laws were drafted by parties

who were not familiar with death and
dying issues on a first-hand basis. Let us

explore some of these problems with an

eye toward the decision faced by the

Hawaii Legislature this year.

Hawaii is sure to pass “some” law on
this subject during the next two years.

The question is: “Will the new law help

or hurt patients?” Some think that any
“right-to-die law” is better than no law.

They point to the fact that last year 23

states had such laws and now 35 states

have them. Will Hawaii be the last state?

Philosophers are never much im-

pressed by such popular lines of rea-

soning. There is no doubt that the “time
has come,” but the grounds for passage

of any particular bill should be the quali-

ty of that piece of legislation in reme-
dying the problem at hand. I will try to

demonstrate just how mistaken the “any
law is better than no law” view is.

Finally, I will again urge Hawaii not to

follow the pack, but rather to join the

leaders and pass the “Medical Treatment

• Medical Ethicist, Hilo Hospital.

Professor of Philosophy,

University of Hawaii at Hilo

Department of Philosophy/ Religious Studies,

1400 Kapiolani St.. Hilo, Hawaii 96720.
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Decision Act” which affirms patients’

rights to refuse treatment and provides

two vehicles for patients to ensure their

rights. It provides both for Living Wills

and, more importantly. Durable Power
of Attorney for medical decisions.

Two Defective Natural

Death Acts

It is my understanding that the Hawaii

Medical Association has been opposed to

natural death act legislation for at least

10 years. The reasons have been varied,

but the most respected objection always

has been: “We haven’t seen a bill that is

perfect!” It is no surprise, then, that

legislators who are not already hostile to

this view are loosing their patience with

the medical community. Last year I

joined the HMA in its efforts to turn the

Legislature away from a traditional natu-

ral death act to the durable power of

attorney approach. In an earlier article I

pointed out some of the difficulties that

have been found in the California natural

death act.' The ways to “go wrong” are

manifold. Let us look at the experience

in the states of Washington and Idaho.

Washington State’s Law

I concur with the legislative findings

that establish the need for legislation to

protect the rights of dying patients. How-
ever, difficulties arise in the very first

section of the statute: “Definitions.” A
“qualified patient” is defined as “a pa-

tient diagnosed and certified in writing to

be afflicted with a terminal condition by
two physicians, one of whom shall be the

attending physician, and who have per-

sonally examined the patient. ’’^ “Termi-
nal condition” is defined as “an in-

curable condition caused by injury, dis-

ease, or illness which, regardless of the

application of life-sustaining procedures,

would, within reasonable medical judg-

ment, produce death, and where the ap-

plication of life-sustaining procedures

serves only to postpone the moment of

death of the patient.” These definitions

sharply hamper individuals who want

their Living Wills followed exactly. Peo-

ple involved in health care can easily

imagine many individuals who would
want their “wishes” followed but who
could not be “qualified” or considered

“terminal” as defined above.

These definitions merit careful scrutiny

since they identify the class of individuals

who can execute a valid Living Will

which will be binding in Washington
state. First, while anyone over 18 may
execute a Living Will, only Living Wills

of patients who have written certification

from two physicians indicating that they

are terminally ill are legally valid. This

clearly excludes most individuals who
have signed or are interested in signing

Living Wills. The problems is not that it

is difficult to find doctors to “certify”

terminal illness as defined under the law,

but rather that “terminal illness” is utter-

ly irrelevant in most of the instances

where a Living Will would actually assist

in dealing with the medico-moral ques-

tions that so often arise.

Why do I say this? Because terminal

illness, as defined in the law, applies to

those cases where the condition of the

patient is so bad that “regardless of

the application of life-sustaining pro-

cedures,” death would result. In such

instances one does not need a Living Will

to shore up one’s decision to withhold or

withdraw “life-sustaining” procedures!

These are cases in which the procedures

are not therapeutic and thus have no
medical, let alone moral, justification.

103



So, then, we have a statute that makes

Living Wills valid only in those instances

where they are not needed. When a line

of reasoning leads to such an absurd

conclusion we have reason to suspect that

the position is being misrepresented. But

is it? I leave it to you to review the

language of the law.

I can only guess as to why the state of

Washington has a law on Living Wills

that rules out the most germane cases.

My guess is that the drafters of this law

had two problems. First, since protection

of its members, especially the young,

helpless, sick and elderly, is such a fun-

damental goal of society, the legislators

could not in any way place the state in

the position of being “seen as” approv-

ing anything that could be construed as

suicide. Second, the drafters failed to

have an appreciation of the experience

and perspective of physicians and pa-

tients in the wide range of situations that

occur. Policymakers, lawyers, philosoph-

ers and lobbyists who fail to spend con-

siderable time with health care profes-

sionals and their problems are sure to

commit such a faux pas.

The Washington statute is one of those

that provides a model form called “A
Directive To Physicians” (Living Will).

Unfortunately, the statute does not pro-

vide a section that preserves the existing

common-law relationship between physi-

cians and patients as regards an individu-

al’s right to consent — or to refuse to

consent — to medical treatment.

The usual interpretation of the law is

that all medical measures must be un-

dertaken to save the life of the patient,

unless a valid Living Will is in place.

^

However, the suggested language for the

Living Will that is provided in the legisla-

tion is defective. That language has been

adopted by the Washington State Hospi-

tal Association and is being used

throughout the state.

Patients in the state of Washington

face an erosion of their rights to refuse

treatment, rights that were clearly estab-

lished in 1914 when Justice Cardozo

wrote: “Every human being of adult

years and of sound mind has a right to

determine what shall be done with his

(her) body.”'* In the Anglo-American le-

gal system those rights are fundamental.

What could be more clear than the land-

mark judicial opinion: “Anglo-American

law starts with the premise of thor-

oughgoing self-determination. It follows

that each man is considered to be master

of his own body, and he may, if he be of

sound mind, prohibit the performance of

life-saving surgery or other medical treat-

ment. ”5

What then exactly is this erosion to

which I refer? As pointed out above, the

common interpretation of the Washing-

ton law is that all patients will be coded

unless they have a valid Living Will that

precludes it. Furthermore the key par-

agraph in the law reads as follows:

104

“If at any time I should have an in-

curable injury, disease, or illness

certified to be a terminal condition by

two physicians, and where the appli-

cation of life-sustaining procedures

would serve only to artificially prolong

the moment of my death AND where

my physician determines that my death

is imminent WHETHER OR NOT
LIFE-SUSTAINING PROCEDURES
ARE UTILIZED, I direct that such

procedures be withheld or withdrawn,

and that I be permitted to die natural-

ly.” (emphasis added) 2. J

The difficulty here is that the law re-

stricts the patient’s rights. Washington’s

Natural Death Act, which is intended to

ensure patients’ right to refuse treatment,

ironically recognizes such refusals only in

a very limited situation, namely when the

patient must be certified to be in a termi-

nal condition by two physicians AND
life-sustaining procedures would not pre-

vent IMMINENT death.

Here we have a terrible dilemma. We
must either admit that the Natural Death

Act in the state of Washington flies in

the face of a long tradition of patients’

rights in Anglo-American law, OR we

can say that the law was meant to

preserve the common law tradition. In

addition, it was intended to spell out and

reinforce “one troublesome” area of pa-

tients’ rights.

Neither of these alternatives is accept-

able. The second, which some might say

is harmless enough, leaves us with pa-

tients being treated against their wishes

and others fleeing to Idaho in search of

more hospitable hospitals.

To make this point more clear, reread

the quoted passage above from the stand-

ard “Directive To Physician” which is

provided by the Washington law with the

understanding that all extraordinary

measures will be taken in your case UN-
LESS that paragraph describes your con-

dition. Can you imagine yourself not

wanting “everything done” in circum-

stances other than these? If so, your wish

would not be respected in the state of

Washington.'' That is how the law works.

It can be found verbatim translated into

hospital policy.

Most Natural Death Acts specifically

address the cases where the Living Will is

least relevant and fail to deal with the

most pressing cases. These are the cases

where the patient does not want heroic

measures taken, while others, whether

they be family members or physicians,

disagree that Living Wills are relevant.

These are the cases where the patient

refuses heroic measures that will prolong

the dying process maybe for weeks or

months, that the patient needs the help

of legislation. These are the cases where

death is imminent without intervention,

but not imminent with intervention.

These cases, which explicitly fail to meet

the provisions of the law, are precisely

the cases where legislation is needed to

help patients have their wishes respected.

Idaho’s Natural Death Act*

While in some respects the Idaho statu-

te is an improvement over that of Wash-
ington, it too presents some of the same

difficulties. The most serious one is that

the Living Will is invoked only after the

“attending physician determines that my
death is imminent, whether or not

artificial, life-sustaining procedures are

utilized.”®

What this means is that patients must

first “waste away” to the extent that the

artificial life support systems won’t work

anyway before they can be removed. This

is not what the “Society for the Right to

Die,” or anyone else advocating natural

death act legislation, advocates. And
surely this is not what patients who ex-

ecute Living Wills want or expect.

One would have thought that the

purpose of the Living Will was to imple-

ment the patient’s desire not go through

the weeks, or months, of wasting away

on artificial support. This point is that

artificial support is only “support” if it

is helping. "This legislation only allows it

to be removed if it is not helping. Thus

the rights of the patient who does not

want this medical treatment are either

ignored or violated by the Idaho and

Washington Natural Death Acts.

The Idaho law is striking and unique in

that one can execute a Living Will ONLY
AFTER one has been diagnosed as hav-

ing a terminal illness. One need not be

omniscient in order to understand the

shortcomings of this restriction. Reality

is simply not so accommodating. This

provision, when joined with the language

of the “Directive To Physician” which is

substantially the same as in the Washing-

ton law discussed above, even more se-

verely limits the relevance of the Idaho

Natural Death Act.

The Idaho law mandates a Declaration

of a Living Will which must be precisely

followed. That form contains numerous

restrictions on who can witness the Liv-

ing Will and requires that the directive be

notarized. While these restrictions are

well-intended, they do serve as obstacles

for the terminal patient.

The bureaucratic restrictions de-

humanize the process by requiring that

only non-relatives and persons not con-

nected in any way with provision or pay-

ment of the patient’s health care may be

allowed to serve as a witness. Many, but

not all, states that have Natural Death

Acts have included such restrictions.

But why? What is the purpose of these

restrictions? I believe that these restric-

tions are out of place in documents that

concern health care decisions that are so

central to the family unit. Many of the

people who would be the most ap-

propriate in witnessing a Living Will, or

an Appointment of Agent document, are

the ones excluded by these provisions.

“Living Wills” are not merely warmed

Hawaii Medical Journal
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up “wills.” Restrictions that apply in the

one case do not simply apply without

justification in the other. Language that

addresses the potential for abuse, such as

coercion or undue pressure, can and

should be provided in other ways.

Go to Idaho

Since all these flaws existed, why did I

counsel my father to “go to Idaho”?

Two reasons: First, a major virtue of the

Idaho statute is that it explicitly states

that it does NOT apply to persons who
do not execute a Living Will. Nor does it

affect the rights of patients, or those

acting in their behalf, to give or to refuse

to give consent for ANY medical care! In

other words, the Idaho law explicitly af-

firms the common-law relationship be-

tween physicians and patients, which af-

firms the patient’s right to refuse any and

all treatment.

Second, the Idaho hospital in question

has a well-worked-out “philosophy of

health care” which respects patients’

wishes and accepts a “non-aggressive ap-

proach” if the patient so desires.

Any Act Won’t Do

I am not against “Living Wills,” but

what my research leads me to conclude is

that much of the well-intended legislation

in the form of “Natural Death Acts”
actually erodes patients’ rights and jeop-

ardizes health care professionals.

These are strong statements. What
support do 1 have for them? Regarding

the “erosion of patient rights,” my analy-

sis of the Washington and Idaho statu-

1

tes, if correct, should suffice, since the

same or similar language is found in Natu-
i

ral Death Acts of most other states.'®

How could such laws jeopardize health ,

care professionals? As the previous dis-

cussion clearly indicates, the statutes do

not address most situations where a Liv-

,

ing Will is relevant. Does that mean that

,

living wills are to be followed only under

those conditions set out in the law? For

:

instance, what are health care profession-

als to do in a case where the patient does
|

not want certain interventions carried out

but also refuses to follow the prescribed
|

form, for whatever reason? Without a
|

Natural Death Act the physician could ,

follow the patient’s wishes with a clear

;

conscience. However, with the Natural
j

Death Act in place, the physician/

,

nurse/hospital can easily be in violation

of provisions of the law. In fact, in-

genious health care professionals, at con-

siderable risk to themselves, devise ways

to “get around” the specific provisions

of the law. Some may latch on to this

predicament as grounds to resist all legis-

lative intervention. That does not follow,

for it leaves the initial problem unsolved.

Rather, what does follow is that great

care must be taken as to the kind of

legislation that we support.
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bi * Proposal for Hawaii

^ jrhe problem that we are discussing is

problem of “substitute judgment” in

'^'hlth care. It is an age-old problem

'yich (outside of health care) is dealt

\ h through Power of Attorney and

I rable Power of Attorney mechanisms.

^,;h a solution is at hand with reference

health care, in the form of a “Medical

I'^atment Decision Act.” Such an act

\ uld do three things — (a) legislatively

I ognize patients’ rights to refuse treat-

I nt, (b) provide a mechanism for

‘turable Power of Attorney for Health

(re Decisions” and (c) provide a mech-

i;sm for “Living Wills.”

The President’s Commission for the

J idy of Ethical Problems in Medicine

id Biomedical and Behavioral Research

i its report, Deciding to Forego Life-

4:staining Treatment, gives faint praise

( natural death act legislation. The re-

jrt says that the primary value of such

Kislation is that it “provides the im-

jtus for discussions between patients

id practitioners.” In the commission’s

"w: “Durable powers of attorney are

Inferable to ‘living wills’ since they are

wre generally applicable and provide a

jtter vehicle for patients to exercise self-

rtermination.”"

^However, the people of Hawaii would

I best served by legislation which pro-

'les for both vehicles. The “Medical

'eatment Decision Act” provides for

'itten instructions (Living Wills) in a

(inner which makes them legally bind-

I i ' without a number of procedural com-
I cations for the maker of the will.

Ime of our citizens will have difficulty

iciding who they would want to appoint
i: their agent in a Durable Power of

-torney for health care decisions. There

many reasons for this, not the least

' which is the heavy burden that may be

|iced on the agent. These individuals

)uld be able to take advantage of the

xibility of this legislation. On the other

nd, those citizens who use the Durable
)wer of Attorney vehicle will have the

DSt effective mechanism for ensuring

at their wishes will be followed.

In conclusion, I urge physicians to join

the effort to ensure that whatever bill

awaii does pass, that it be one which
ost closely approximates the common-
w relationship between patients and
iiysicians; that it be an act that will not
!• so narrowly defined as to erode pa-

ints’ rights, jeopardize health care pro-

Issionals, and lead to more, rather than

iss, litigation.

j

NOTES

. Heintz LL: “Living Wills and Dying in Ha-
I waii,” Hawaii Med Journal: Jan. 1985, Vol. 44,

No. 1, pp. 20-23.

j.
See President’s Commission for the Study of
Ethical Problems in Medicine and Biomedical
and Behavorial Research. Deciding To Forego
Life-sustaining Treatment: March 1982, pp.

I

382-87.
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ETHICS
(Continued from page 102)

evaluations done by “a friend of
court,” and the report is sent to

court, paid for by the state, and is av

able to all parties concerned. This eli

nates much of the conflict descri

above. In view of such an inte

adversarial climate as exists in Hawaii
is doubtful that this would be gener;

acceptable. It is commonplace for

attending physician to read the IME, i

ognize immediately who its author
and subsequently realize it is not a v;

appraisal of the patient, but rende
only to place the “purchaser” who p
for the examination.

In many instances where the If

clearly fits the adversarial model, b£

principles of medical ethics are violat

Many current IMEs in Hawaii violate

least the first two principles as outlir

in the 1984 revised Ethics.'. 2 Unqu
tionably, our patient suffers because
must go through the adversarial proc.

on the way to court, thus losing resp

and confidence in professionals, even
the physician of his choice. He s(!

himself victimized and exploited by t!

“system” rather than trying to i

helped. The patient realizes the chara
is carried out in the cause of monetai
gains and his illness/injury has provid
the “fuel” for the adversarial syste;

“fire.” This blatant exploitation of tj

patient creates deep resentment with

him, which often contributes to a deli

in his recovery.

If this evaluation of the IME system
Hawaii is accurate, revisions of the pri

cess certainly are in order. The medici.

profession is dedicated to providing cor

petent medical service with compassicl

and respect for human dignity; the leg

profession aspires to “learn the truth”,'!

justice can prevail. Perhaps these two a
function together without the need to li

adversarial.

If the Independent Medical Exai

could be reported according to the fo

lowing outline, it would convey meai
ingful information helpful to the plait

tiff, his attorney, the insurance compamj
and the treating physicians:
1 Identification of the problem and ret

son for referral.

2 Circumstances of the accident (pt

tient’s statements).

3 A summary of the medical records.

^ A complete medical history independ!
ently obtained from the patient by th

examiner, to include the date of th

IME.

^ A complete physical examination, in

eluding any laboratory or X-ray ex'

aminations not previously done tha

might provide additional pertinent in !

formation.
j

6—Clinical impressions, using standarc

current diagnostic nomenclature witi

Hawaii Medical Journal
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specific statements outlining the dif-

ferential diagnoses and why the Inde-

pendent Medical Examiner arrived at

this opinion.

7—The IME’s recommendations.

The report, according to the outline

above, is to be written in a concise and

specific manner that avoids unpro-

fessional criticisms.

It is expensive, redundant and unneces-

sary for the Independent Medical Exam-

iner to rewrite the details of all records

presented to him for his review. Referen-

ces to these records in the IME is all that

is needed. A list of do’s and don’ts that

should be helpful in writing the IME
follow:

Do’s

\—Do report specific remarks of the pa-

tient that are pertinent as well as your

precise clinical observations.

2

—

Do clearly document each conclusion

or diagnosis during the independent

examination.

3—

Do state clearly the fact if and when

the signs and symptoms do not follow

known clinical syndromes that in-

dicate organic disease. If a functional

overlay is suspected, suggest a referral

for psychiatric evaluation and/or

psychological testing.

Don’ts

1—

Don’t make critical remarks.

2

—

Don’t make undocumented specu-

lations about past treatment.

3

—

Don ’t speculate why there were treat-

ment failures.

4—

Don’t report “hearsay” statements

where the patient tells you what the

doctor said. Often these are stated in

the report “as fact” when it may
have been grossly distorted. It is well

known that in times of emotional

stress, pain, etc., selective amnesia

and poor recall rarely allow for accu-

rate statements.

Summary

Under the system of the IME, the un-

ethical adversarial position of the Inde-

pendent Medical Examiner seems to oc-

cur too often in our state. Once the effect

of this adversarial system creeps into the

writing of the IME, medical ethics are

ignored. Hopefully, these suggestions

will be helpful to the select group of

physicians who are known experts in Ha-

waii and who do the Independent Medi-

cal Examination. Instead, meaningful

consultations would be most helpful to

the attending physician and his injured or

ill patient.
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.

HAWAIIAN TAX-FREE TRUST provides you with a high level of
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Aftera nitrate,

add ISOPTlfC
(verapamil HCl/Knoll)

To protectyour patients,aswell astheirqualityof life,

add Isoptin instead ofa beta blocker.

First, Isoptin not only reduces myocardial oxygen demand
by reducing peripheral resistance, but also increases coro-

nary perfusion by preventing coronary vasospasm and

dilating coronary arteries— both normal and stenotic.

These are antianginal actions that no beta blocker

can provide.

Second, Isoptin spares patients the

beta-blocker side effects that may
compromise the quality of life.

With Isoptin, fatigue, bradycardia and mental

depression are rare. Unlike beta blockers,

Isoptin can safely be given to patients with

asthma, COPD, diabetes or peripheral

vascular disease. Serious adverse

reactions with Isoptin are rare

at recommended doses; the

single most common side

effect is constipation (6.3%).

Cardiovascular contra-

indications to the use of

Isoptin are similar to those

of beta blockers: severe

left ventricular dysfunction,

hypotension (systolic pres-

sure <90 mm Hg) or cardio-

genic shock, sick sinus syndrome
(if no artificial pacemaker is present)

and second- or third-degree AV block.

So, the next time a nitrate is not enough, add
Isoptin ... for more comprehensive antianginal

protection without side effects which may
cramp an active life style.

ISOPTIN.Added
antianginal protection

without bete-blocker

side effects.

Please see brief summary on following page



isoPTirr
(verapamil HCI/Knoll)

80 mg and 120 mg scored, film-coated tablets

Contraindications; Severe left ventricular dysfunction (see Warnings), hypo-

tension (systolic pressure < 90 mm Hg) or cardiogenic shock, sick sinus syn-

drome (except in patients with a functioning artificial ventricular pacemaker),

2nd- or 3rd-degree AV block. Warnings: ISOPTIN should be avoided in patients

with severe left ventricular dysfunction (e.g., ejection fraction < 30% or

moderate to severe symptoms of cardiac failure) and in patients with any
degree of ventricular dysfunction if they are receiving a beta blocker. (See

Precautions.) Patients with milder ventricular dysfunction should, if possible, be
controlled with optimum doses of digitalis and/or diuretics before ISOPTIN is

used. (Note interactions with digoxin under Precautions.) ISOPTIN may occa-

sionally produce hypotension (usually asymptomatic, orthostatic, mild and con-

trolled by decrease in ISOPTIN dose). Elevations of transaminases with and
without concomitant elevations in alkaline phosphatase and bilirubin have been
reported. Such elevations may disappear even with continued treatment; how-
ever, four cases of hepatocellular injury by verapamil have been proven by re-

challenge. Periodic monitoring of liver function is prudent during verapamil

therapy Patients with atrial flutter or fibrillation and an accessory AV pathway
(e.g. W-P-W or L-G-L syndromes) may develop increased antegrade conduction
across the aberrant pathway bypassing the AV node, producing a very rapid

ventricular response after receiving ISOPTIN (or digitalis). Treatment is usually

D.C. -cardioversion, which has been used safely and effectively after ISOPTIN.

Because of verapamil's effect on AV conduction and the SA node, 1° AV block

and transient bradycardia may occur. High grade block, however, has been
infrequently observed. Marked 1° or progressive 2° or 3“ AV block requires a

dosage reduction or, rarely, discontinuation and institution of appropriate

therapy depending upon the clinical situation. .Patients with hypertrophic car-

diomyopathy (IHSS) received verapamil in doses up to 720 mg/day. It must be
appreciated that this group of patients had a serious disease with a high mor-
tality rate and that most were refractory or intolerant to propranolol. A variety

of serious adverse effects were seen in this group of patients including sinus

bradycardia, 2° AV block, sinus arrest, pulmonary edema and/or severe hypo-
tension. Most adverse effects responded well to dose reduction and only rarely

was verapamil discontinued. Precautions: ISOPTIN should be given cautiously

to patients with impaired hepatic function (in severe dysfunction use about
30% of the normal dose) or impaired renal function, and patients should be
monitored for abnormal prolongation of the PR interval or other signs of exces-

sive pharmacologic effects. Studies in a small number of patients suggest that

concomitant use of ISOPTIN and beta blockers may be beneficial in patients

with chronic stable angina. Combined therapy can also have adverse effects on
cardiac function. Therefore, until further studies are completed, ISOPTIN should

be used alone, if possible. If combined therapy is used, close surveillance of vital

signs and clinical status should be carried out. Combined therapy with ISOPTIN

and propranolol should usually be avoided in patients with AV conduction

abnormalities and/or depressed left ventricular function. Chronic ISOPTIN treat-

ment increases serum digoxin levels by 50% to 70% during the first week of

therapy, which can result in digitalis toxicity. The digoxin dose should be re-

duced when ISOPTIN is given, and the patients should be carefully monitored to

avoid over- or under-digitalization. ISOPTIN may have an additive effect on
lowering blood pressure in patients receiving oral antihypertensive agents.

Disopyramide should not be given within 48 hours before or 24 hours after

ISOPTIN administration. Until further data are obtained, combined ISOPTIN and
quinidine therapy in patients with hypertrophic cardiomyopathy should prob-

ably be avoided, since significant hypotension may result. Clinical experience

with the concomitant use of ISOPTIN and short- and long-acting nitrates sug-

gest beneficial interaction without undesirable drug interactions. Adequate ani-

mal carcinogenicity studies have not been performed. One study in rats did not

suggest a tumorigenic potential, and verapamil was not mutagenic in the Ames
test. Pregnancy Category C: There are no adequate and well-controlled studies

in pregnant women. This drug should be used during pregnancy, labor and
delivery only if clearly needed. It is not known whether verapamil is excreted in

breast milk; therefore, nursing should be discontinued during ISOPTIN use.

Adverse Reactions: Hypotension (2.9%), peripheral edema (1 ,7%), AV block;

3rd degree (0.8%), bradycardia: HR < 50/min (1.1%), CHF or pulmonary
edema (0.9%), dizziness (3.6%), headache (1.8%), fatigue (1,1%), constipa-

tion (6.3%), nausea (1.6%), elevations of liver enzymes have been reported.

(See Warnings.) The following reactions, reported in less than 0.5%, occurred
under circumstances where a causal relationship is not certain: ecchymosis,
bruising, gynecomastia, psychotic symptoms, confusion, paresthesia, insomnia,

somnolence, equilibrium disorder, blurred vision, syncope, muscle cramp, shaki-

ness, claudication, hair loss, macules, spotty menstruation. How Supplied:
ISOPTIN (verapamil HCI) is supplied in round, scored, film-coated tablets con-
taining either 80 mg or 120 mg of verapamil hydrochloride and embossed with
"ISOPTIN 80" or "ISOPTIN 120" on one side and with "KNOLL" on the reverse

side. Revised August, 1984. 2385

O KNOLL PHARMACEUTICAL COMPANY
knoll 30 NORTH JEFFERSON ROAD, WHIPPANY, NE\A/ JERSEY 07981
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Continuing
Medical
Education

CALENDAR OF ACCREDITED
EVENTS-CATEGORY 1

Accredited Programs of CME allow one unit of AMA credit for

each hour of instruction excluding all “breaks.” Some programs

also are accredited for TkAFP prescribed credit.

LOCAL ACCREDITED PROGRAMS
ONGOING

For a complete list of ongoing programs, please refer to the

September 1985 edition of the HAWAII MEDICAL JOURNAL.
Further information is available through the individual institu-

tions or through the HMA’s CME Department.

SPECIAL EVENTS
All special events should be confirmed with the CME program

sponsors, as cancellations are not necessarily reported to the

HAWAII MEDICAL JOURNAL.

Mar. 29-

Apr. 5, 1986

Pediatric Emergencies, American Institute of

Postgraduate Education, Edith S. Bookstein,

Conference Management Associates, P.O. Box

2586, La Jolla, Calif. 92038, (619) 454-3212.

Location: Kauai.

Apr. 4,

1986

The Challenge of AIDS: Learning Together, Life

Foundation, Department of Health, and Hawaii

Medical Association, David McEwan, MD, 550

S. Beretania St., Honolulu 96813, (808)

537-2211. Location: Ala Moana Hotel, Honolu-

lu.

Apr. 5-12,

1986

Drug Therapy, University of Washington School

of Medicine, Continuing Medical Education,

Health Sciences Center E-303, Seattle, Wash.

98195, (206) 543-1050. Location: Sheraton

Princeville.

Apr. 12-19,

1986

Pediatrics 1986, Current Concepts, University of

Washington School of Medicine, Continuing

Medical Education, Health Sciences Center

E-303, Seattle, Wash. 98195 (206) 543-1050. Lo-

cation: Sheraton Kauai.

Jul. 7-12,

1986

XVIII International Congress of Pediatrics,

American Academy of Pediatrics, 141 Northwest

Point Rd., P.O. Box 927, Elk Grove Village, 111.

60007, (312) 228-5(X)5. Location: Honolulu.

Jul. 13-16,

1986

Allergy and Clinical Immunology for Primary

Care Physicians, R. Michael Sly, MD, Children’s

Hospital National Medical Center, 1 1 1 Michigan

Ave. N.W., Washington, D.C. Location: Hilton

Hawaiian Village.

Aug. 1-6,

1986

Presymposium Workshop (in association with

Aug. 10-15 symposium). Southern California

Neuropsychiatric Institute, Stacey W. Grace, As-

sociate Program Director, 6794 La Jolla Blvd.,

La Jolla, Cahf. 92037. Location: Stouffer Wai-

lea Beach Resort, Maui.

Aug. 10-15, XIII Annual Mauna Kea Symposium,
1986 Asian/Pacific Folk Healing and Occult Prac-

tices, Southern California Neuropsychiatric In-

stitute, Stacey W. Grace, Associate Program Di-

rector, 6794 La Jolla Blvd., La Jolla, Calif.

92037. Location: Mauna Kea Beach Hotel, Big

Island of Hawaii.
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Hawaii’s Finest Medical Office Manager

DataStat can help Hawaii's

physicians discover cost savings

and increased efficiency through

office automation.

Three reasons to select DataStat
when you automate your office:

With DataStat, your medical

insurance claims can be

submitted automatically. This

means less paperwork and faster

claims turnaround.

We invite you to consider

DataStat, the Professional Office

Management System, by

Integrated Services Incorporated,

an HMSA subsidiary.

Top Quality
With DataStat you get the powerful IBM Personal

Computer XT™ or AT™, the latest in miorocomputers

from the most reliable manufacturer of office auto-

mation products. It’s hardware that meets all the

demands of your practice.

Responsive Service
ISI — Integrated Services Incorporated— an HMSA
subsidiary, has a team of professionals who will teach

you how to use DataStat. And, our trained technicians

will provide you with maintenance and repair

services, if needed.

Stable Reputation
HMSA has grown up with the health care profession in

Hawaii. We've been with you in the past and you know

you oan depend on us to be here in the future.

The perfect combination.
The stability of HMSA ... the service of ISI , , , the quality of IBM.

For a demonstration oall 944-3554.



Life in These Parts

Young K. Paik, director of the Par-
entage Testing Lab at St. Francis Hospi-
tal, says “an epidemic increase in il-

legitimate births” is keeping his laborato-

ry busy determining paternity. Ten years

ago, there were 1,943 illegitimate births

in Hawaii, or 12% of total births in the

state. Last year, 3,597 children were born

to single women, or 19% of all births.

Young Paik says the lab is capable of

excluding at least 95% or more of falsely

accused men. When the initial studies do
not exclude a man, further testing is done
with a computer that compares various

components of the blood from the child,

the mother and the alleged father. Ethnic

factors and genes are studied and the

conclusions are based on the principle

that the child inherits genetic markers

from each of the true parents.

St. Francis Hospital has renamed its

multifaceted renal disease program (viz

the 20-year-old artificial kidney program
started in 1965 and its transplant program
started in 1969) as the Renal Institute of

the Pacific. . . .

The Feds want Hawaii to repay $10.2

million in state excise taxes collected on
food stamps through the Medicaid pro-

gram retroactive to 1979. Earl Motooka,
state Medicaid administrator, says Ha-

CLASSIFIED NOTICES
To place a Classified Notice, call Margie at 521-0021.

$3.75 per line + 4% state tax. 4 line min., approx. 5

words per line. Payment must accompany order.

OFFICES

Office space (Aiea) available to share
with Surgen or Specialist who will also
trade his Downtown to Kaimuki office.

Call 488-6846.

BUSINESS OPPORTUNITIES

MEDICAL PRACTICE FOR SALE
Honolulu family practice physician de-

sires to sell ongoing practice. Only gen-
eral practitioner, family physician or in-

ternist need inquire. Please write to:

Family Practitioner, P.O. Box 2462,

Hon., HI 96804.

wall is appealing. . . .

Bradford Cohn, a California pediatri-

cian-lawyer, says the malpractice in-

surance benefits may worsen. Patients

are more willing to sue these days; juries

are awarding larger settlements; and

there is a social tendency to favor the

injured party even in the absence of neg-

ligence.

But Thomas Goddard, a lawyer with

the Association of Trial Lawyers in

America, disagrees: “The number of

malpractice claims hasn’t tripled and
juries aren’t giving away awards. The
crisis is linked to the losses experienced

by the property-casualty industry. When
that insurance industry has a drop in

investment income, it compensates by
raising rates in other areas.”

Cohn says, “Many of those who sue

doctors don’t realize that about one-third

of the money awarded goes to the injured

party, and two-thirds goes to the lawyers

and the insurance carrier. ...”

The Atlanta-based Center for Disease

Control reported on research at The Na-
tional Cancer Institute and at the Univer-

sity of Hawaii’s Cancer Research Center,

that the results of a study of 2,956 wom-
en with breast cancer showed Japanese

women in Hawaii had the highest

survival rate five years after diagnosis.

Hawaiians and part-Hawaiians had the

lowest survival rate. Chinese women
were 18% more likely to die of breast

cancer than Japanese women. The rate

for Caucasian women was 34% higher

than for Japanese women; 124% higher

for Filipinas and 151% higher for Hawai-
ians and part-Hawaiians. The informa-

tion was gathered from the Hawaii
Tumor Registry for the period between
1960 and 1979.

Hawaii is one of 17 clinical trial cen-

ters involved in SHEP (Systolic Hyper-
tension in the Elderly Program). The
principal investigator for the project in

Honolulu is J. David Curb, associate

professor at the UH School of Public

Health. The project is associated with the

Pacific Health Research Institute, sup-

ported by the National Heart, Lung and
Blood Institute and the National Institute

on Aging. It will study 300 volunteers

over a five- to six-year period. . . .

Honolulu ENT man Kazuo Teruya
performed Hawaii’s first Ineraid im-

plant, an investigational procedure not

yet approved by FDA, for sensory deaf-

ness. The Ineraid device is manufactured
by Symbion Inc., which developed Jarvik

7. The entire procedure plus the artificial

ear costs $20,000 and is limited to those

18 years and older who learned to speak
before they lost their hearing. . . .

In January, the 300th corneal trans-

plant was done in Hawaii. Ophthal-
mologist Gilbert Yamamoto, one of sev-

eral eye doctors who have patients on the

waiting list for transplants, says the

transplant should be done immediately
when a cornea becomes available through

the Makana Foundation and the Hawaii
Lions Eye Bank, because corneal tissue

can be kept for only five days. Don Pietz

of the Eye Bank reports 41 people wait-

ing for corneal transplants. . . .

The Pacific In Vitro FertUization In-

stitute (Benton Chun, Thomas Kosasa,

Philip McNamee, Carl Morton, Francis

Terada and embryologist Thoma Huang)
successfully delivered its first “Test Tube
Baby,” a perfectly healthy Janice Low,
on Dec. 21. Several other women
fertilized at the institute are expected to

deliver this year. . . .

Back before Christmas, the research

husband-wife team of Nathaniel and
Clara Ching had started their inter-

leukin-2 project with blood drawn from
patients with lung and breast cancers.

Researchers at the NCI have reported

success in treating 11 of 25 cancer pa-

tients on whom all the conventional

forms of therapy had failed. . . .

In December, Paul Stevens and his

Molokai Clinic of six physicians were

faced with a fourfold increase in the

clinic’s malpractice insurance premiums.
To allow the policy to lapse would mean
automatic loss of privileges — including

the ability to admit patients at Molokai
General Hospital. Last December, the

group terminated its obstetrics insurance

because of the high rates and a midwifery

program was begun in July at the hospi-

tal. . . .

Right to Die

(Continued from page 107)

3. See “No Code Orders Guidelines” and “No
Code Flow Chart” of Tri-State Memorial Hospi-
tal, Inc., Clarkston, Wash., pp. 1-9. See

Memorandum to Hospital Administrators from
Wash. State Hospital Association, legal counsel,

1-7-58, pp. 1-13. Seattle, Wash.

4. Schloendorf: Society of New York Hospital. 211

N.Y. 125, 127, 129; 105 N.E. 92, 93 (1914).

5. Natenson v. Kline. 186 Kan. 393, 350 P. 2d 1093

(1960), rehearing denied, 187 Kan. 186, 354 P.

2d 670 (1960).

6. The case of William Bartling, California 1985,

centered on these very restrictions. In that case

Glendale Adventist hospital argued that the Cali-

fornia Natural Death Act precluded removal of

respiratory support because Bartling was not

certified as terminally ill. The hospital prevailed

in lower courts but eventually lost in the Court
of Appeal after Bartling was dead. My point

here is that many, if not most. Natural Death
Acts are subject to interpretations which abridge

the patient’s legal right to control his/her own
medical treatment.

7. This is provided that nurses and physicians are

following the law. In fact it is routinely the case

that physicians and nurses “work a way
around” the law and hospital policies at great

risk to themselves.

8. See President’s Commission, pp. 340-344.

9. Ibid., p. 342.

10. Nineteen of the 24 statutes that I reviewed had
such language. The laws reviewed where those of

Alaska, Ark., Calif., Del., Washington, D.C.,
Fla., Ga., Idaho, 111., Kansas, La., Miss., Ne-
vada, N.M., N.C., Oregon, Texas, Vt., Va.,

Wash., W. Va., Wis., and Wyo. In addition, the

“Model Bill” sponsored by the Society for the

Right to Die contains the same language.

11. See President’s Commission, p. 5.
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Consider the
causative organisms...

250-mg Pulvules® t.i.d.

offers effectiveness against
the major causes of bacteriai bronchitis

H. influenzae, H. influenzae, S. pneumoniae, S. pyogenes
(ampicillin-susceptible) (ampicillin-resistant)

Bnet Sunnary Consult the package literature lor prescribing

intormation

Indications and Usage Cecior icetacior. Lilly) is indicated m the

treaiment of the following infections when caused by susceptible

strains of the designated microorganisms

Lower respiratory infections , including pneumonia caused by

StreoKKOCCus pneutnoniae {Dipiococcus oneumoniae). Haemoph-
ilus mfiuetuae andS pyogenes (group A beta-hemolytic

streptococci)

Appropriate Culture and susceptibility studies should be

performed to determine susceptibility of the causative organism

to Cecior

Contraindication Cecior is contraindicated in patients with known
allergy to the cephalosporin group of antibiotics

Waniags IN PENICILLIN-SENSITIVE PATIENTS. CEPHALO-
SPORIN ANTIBIOTICS SHOULD BE ADMINISTERED CAUTIOUSLY
THERE IS CLINICAL AND LABORATORY EVIDENCE OF PARTIAL
CHOSS-ALLERGENICITY OF THE PENICILLINS AND THE
CEPHALOSPORINS AND THERE ARE INSTANCES IN WHICH
PATIENTS HAVE HAD REACTIONS INCLUDING ANAPHYLAXIS
TO BOTH DRUG CLASSES

Antibiotics, including Cecior. should be administered cautiously

to any patient who has demonstrated some lotm of allergy

particularly to drugs

Pseudomembranous colitis has been reported with virtually all

broad-spectrum antibiotics {including macrolides. semisynihetic

penicillins, and cephalosponnsi. therefore, it is important to

consider rts diagnosis in patients who develop diarrhea in

association with the use of antibiotics Such colitis may range

in severity from mild to tite-threaiening

Treatment with broad-spectrum antibiotics alters the normal

flora of the colon and may permit overgrowth oi Clostridia Studies

indicate that a loiin produced by Closinpium dittiaie is one
primary cause of antibiotic-associated colitis

Mild cases of pseudomembranous colitis usually respond

to drug discontinuance alone In moderate to severe cases

management should include sigmoidoscopy, appropriate

bacierioiogic studies, and fluid, electrolyte, and protein supple-

mentation When the colitis does not improve after the drug has

been discontinued, or when it is severe, oral vancomycin is the

drug of choice for antibiotic-associated pseudomembranous

colitis produced by C dilliciie Other causes of colitis should

be ruled out

Precautions Geneiai Piecauiions - if an allergic reaction lo

Cecior' icefaclor. Liiiyi occurs, the drug should be discontinued,

and. If necessary the patient should be treated with appropriate

agents, eg pressor amines antihistamines, or corticosteroids

Prolonged use ot Cecior may result m the overgrowth ot

nonsusceptibte organisms Careful observation ot the patient is

essential, if supennteciion occurs during therapy, appropriate

measures should be taken

Positive direct Coombs tests have been leported during treat-

ment with the cephalosporin antibiotics in hematologic studies

or in translusicn cross-maichmg procedures when antiglobuiin

tests are performed on the minor side or in Coombs’ testing ol

newborns whose mothers have received cephalosporin antibiotics

before parturition, it should be recognised that a positive

Coombs test may be due lo the drug

Cecior should be administered with caution m the presence of

markedly impaired renal lunciion Under such conditions, carelul

clinical observation and laboratory studies should be made
because safe dosage may be lower than that usually recommended

As a result ol administration ol Cecior a lalse-posiirve reaction

lor glucose in the mine may occur This has been observed with

Benedict s and Fehtmg's solutions and also with Clmiiesi*

tablets but not with Tes-Tape* (Glucose Enzymatic Test Strip.

USP Lillyi

Broad-spectrum antibiotics should be prescribed with caution m
individuals wiin a history ot gastrointestinal disease, particularly

colitis

usage m Pregnancy ~ Pregnancy Category B - Reproduction

studies have been performed in mice and rats ai doses up to 12
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ol human response, this drug should be used during pregnancy
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LimbitJol* (w Tranqullizer-Antideprsssant

Before prescribing, please consult complete product informa-

tion. 0 summary of which follows:

Indications: Relief of moderate to severe depression associated

with moderate to severe anxiety

Contraindications: Known hypersensitivity to benzodiazepines

or tricyclic antidepressants Do not use with mohoomihe oxi-

dase (MAO) inhibitors or within 14 days following discontinua-

tion of MAO inhibitors since hyperpyretic crises, severe convul-

sions and deaths have occurred with concomitant use. then

initiate cautiously, gradually increasing dosoge until optimal

response is achieved Contraindicated during acute recovery

phase following myocardial infarction

Warnings: Use with great care in patients with history of urinary

retention or angle-closure glaucoma Severe constipation may
occur in patients taking tricyclic antidepressants and anticholin-

ergic-type drugs Closely supervise cardiovascular patients

(Arrhythmias, sinus tachycardia and prolongation of conduc-
tion time reported with use of tricyclic antidepressants, espe-

cially high doses Myocardial infarction and stroke reported

with use of this class of drugs ) Caution patients about possi-

ble combined effects with alcohol and other CNS depressants

and agdinst hazardous occupations requiring complete mental

alertness (eg. operating machinery, driving)

Usage in Pregnancy: Use of minor tranquilizers

during the first trimester should almost always be
avoided because of increased risk of congenital

malformations as suggested in several studies.

Consider possibility ot pregnancy when instituting

therapy, advise patients to discuss therapy if they

Intend to or do become pregnant.

Since physical and psychological dependence to chlordiaz-

epoxide have been reported rarely, use caution in administer-

ing Limbitrol to oddiclion-prone individuals or those who might

increase dosage, withdrawal symptoms following disconfinua-

tion of either component alone have been reported (nausea,

headache and molaise for amitriptyline, symptoms [including

convulsions] similar to those ot barbiturate withdrawal for

chlordiazepoxide)

Precautions: Use with caution in patients with a history of

seizures, in hyperthyroid patients or those on thyroid medica-
tion. and in patients with impaired renal or hepatic function

Becouse of the possibility of suicide in depressed patients, do
not permit easy occess to lorge quontities in these patients

Periodic liver function tests and blood counts ore recom-
mended during prolonged treatment Amitriptyline component
may block action ot guonethidine or similar anlihypertensives

When tricyclic antidepressants are used concomitantly with

cimetidine (Tagamet), clihicolly significant effects have been
reported involving delayed elimination and increasing steady

stale concentrations of the tricyclic drugs. Concomitant use of

Limbitrol with other psychotropic drugs has not been evaluated,

sedative effects may be additive Discontinue several days
before surgery Limit concomitant administration of ECT to

essential treatment See Warnings for precautions about preg-

noncy Limbitrol should not be taken during the nursing period.

Not recommended in children under 12, In the elderly and
debilitated, limit to smallest effective dosage to preclude ataxia,

oversedation, confusion or anticholinergic effects

Adverse Reoctions: Most frequently reported are those ossoci-

ated with either component alone drowsiness, dry mouth,

constipation, blurred vision, dizziness ond bloating Less fre-

quently occurring reactions include vivid dreams, impotence,

tremor, contusion and nasal congestion Many depressive

symptoms including anorexia, fatigue, weakness, restless-

ness and lethargy have been reported as side effects of both

Limbitrol and amitriptyline Granulocytopenia, jaundice and
hepatic dysfunction have been observed rarely

The following list includes adverse reactions not reported with

Limbitrol but requiring consideration because they have been
reported with one or both components or closely related drugs:

Cardiovascular: Hypotension, hypertension, tachycardia, palpi-

tations, myocardial infarction, arrhythmias, head block, stroke

Psychiatric: Euphoria, apprehension, poor concentration, delu-

sions, hallucinations, hypomania and increased or decreased
libido

Neurologic: Incoordination, ataxia, numbness, tingling and
paresthesias ot the extremities, extrapyramidal symptoms, syn-

cope, changes in EEG patterns

Anticholinergic: Disturbance of accommodation, paralytic ileus,

urinary retention, dilatation of urinary tract

Allergic Skin rash, udicaria, phofosensitization, edemo of face

and tongue, pruritus

Hematologic Bone marrow depression including ogranulo-

cytosis, eosinophilio, purpura, thrombocytopenia
Gastrointestinal Nausea, epigastric distress, vomiting, an-

orexia, stomatitis, peculiar taste, diarrhea, black tongue

Endocrine Testicular swelling and gynecomastia in the male,

breast enlargement, galactorrhea and minor menstrual irregu-

larities in the female, elevation and lowering of blood sugar
levels, and syndrome of inappropriate ADH (antidiuretic hor-

mone) secretion

Other Headache, weight gain or loss, increased perspiration,

urinary frequency, mydriasis, jaundice, alopecia, parotid

swelling.

Overdosoge: Immediately hospitalize patient suspected of hav-

ing taken on overdose Treatment is symptomatic and suppor-

tive I V administration of 1 to 3 mg physostigmine salicylate

has been reported to reverse the symptoms of amitriptyline poi-

soning See complete product information for manifestation

and treatment

Dosage: Individualize according to symptom severity and
patient response Reduce to smallest effective dosage when
satisfactory response is obtained Larger podion of doily dose
may be taken at bedtime Single h.s. dose may suffice for

some patients Lower dosages are recommended for the

elderly

Limbitrol DS (double strength) Tablets, initial dosage of three or

four tablets daily in divided doses, increased to six toblets or

decreased to two tablets daily as required Limbitrol Tablets,

initial dosage ot three or four tablets daily in divided doses, tor

patients who do not tolerate higher doses
How Supplied: Double strength (DS) Tablets, white, film-

coated, each contaihing 10 mg chlordiazepoxide and 25 mg
amitriptyline (as the hydrochloride salt), and Tablets, blue,

film-coated, each containing 5 mg chlordiazepoxide and
12 5 mg amitriptyline (as the hydrochloride salt). Available in

bottles of 100 ond 500, Tel-E-Dose* packages of 100,

Prescription Paks of 50
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The HMA President’s Message:
Making a Bankrupt System Work

The doctors of America deserve a generous round of ap-

plause. No, in fact, they deserve a standing ovation for the

efforts made by organized medicine to make a bankrupt system

work. I am writing, of course, of the
federal Medicaid program.
Congressmen made promises with

glorious speeches and presentations, then
passed laws, and said that all would have
access to the finest medical care. The old
system of state and community provision
for the indigent with such unpleasant
words as “relief” and “welfare” would
become history. America could provide for
the poor, and we would have no more
underprivileged patients, no more two-

tiered system.

But, in what has become typical fashion, the Congress and the
Administration have repeatedly decided the cost was too high.
The answer: Simply squeeze the providers. Hit the doctors and
the hospitals in their consciences, and pay them about half of
what they should receive for their work. To this date, the
scheme has worked.

One would expect the Medicaid division of Health and Hu-
man Services to come forth with compliments. Getting by on the
generosity of doctors and hospitals should cause the planners
and administrators, the Congressmen and the bureaucrats alike,

to issue frequent news releases with songs of praise. After all,

without the benevolence of cooperating providers, this under-

funded, flatulent, overregulated program would collapse. Iti

works for only one reason: organized medicine has accepted the

!

Congressional mandate that everyone is entitled, has an a priori .

right, to the finest we can give. As thinking, caring, dedicated!

physicians we must believe that, and so we make a bankrupt
system work. Of course, as we all know, many providers refuse

to help, and they can hardly be faulted. Their argument is

simple: Medicaid is a bankrupt system, and the longer we make
it work, the longer it will take politicians to face the facts. In

addition, many say they simply cannot afford to provide care

for less than half a normal fee.

To make the situation worse for Medicaid, the attorneys

providing advice have a mindset about cheating. In order for

hospitals to receive their reduced payment, the physician must
sign an egregious statement denying criminal intent. In addition,

each physician provider must sign a document allowing in-

vestigators to come into the medical office at will to inspect

records, receipts, ledgers, charts, or whatever. So, in return for

cooperating to make a woeful system survive, the providers do
not receive gracious and deserved gratitude, but instead expose
themselves to abusive investigation and grossly inadequate reim-

bursement. Medicaid is a bankrupt system, but it can afford a

special fraud unit which can and has taken immense liberties in

investigating providers.

To say that something must be done about this travesty is

mild condemnation. What Medicaid requires is a complete i

restructuring with appropriate physician guidance, discharge of
layers of ribbon clerks, flushing of the fraud unit, and ample !

funding.

The current status of Medicaid with regard to provider partic-

ipation is pretty dismal, but the future is really bleak, unless

wise action is promptly undertaken.

Russell T. Stodd, MD
HMA President

Sigmoidoscopy on Kauai
We are delighted to publish a gem of mini-research from

neighboring Kauai. There are some real medical scientists on
that island who also have an eye out for their patients’ better
health, the public’s health, and also have sympathy for the state

of their patients’ pocketbooks, as well. We are referring to the
article in this issue by Robert S. Weiner, MD: Free flexible

sigmoidoscopy on Kauai. Facetiously we say: Kauai docs have
one eye open for the public’s health and t’other up a sigmo!
We are reminded of surgeon John Withers’ excellent article

on colon cancer that appeared in the Cancer Coordinator News-
letter of Sept. /Oct. /Nov. 1984. Withers too is from a Neigh-
bor Island — Maui. He stressed the use of the stool Guaiac test

as a preliminary to instrumentation. That test is so easy to do
and can be in the armamentarium of any practicing physician no
matter what his or her specialty. Simply the gloved finger up a
patient’s anal orifice and a smear onto a hemoccult strip, which
is then quickly tested by the nurse, will tell the physician a lot. It

is difficult for us to understand gynecologists, for example, who
are already in a position to examine a neighboring orifice, yet do
not do the Guaiac test on every women over 40. Is it because it
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is unethical for them to invade another’s field?

The least suspicion of a positive result can then be followed

by having the nurse issue a six-smear packet with instructions

for the patient to follow at home in terms of several days of a

strict diet, withholding of all medications including the OTCs,
and then making smears on three separate days. The patient

|

returns the packet to the physician’s office, where the nurse

quickly tests and reports to him the results. The patient does i

most of the work; the doctor hardly any and the nurse only a bit i

mere.

Persisting positivity is a warning flag for the physician to

proceed to rule out whatever might be the cause of the bleeding.

Despite the greatly improved ease of flexible sigmoidoscopy
and greatly lessened discomfort to the patient, a lot of patients

have an unreasoning dread of the procedure, especially those

who have undergone a previous examination with the old rigid

instrument. However, the positive evidence of a stool Guaiac
presented to such patients is enough to scare and convince any
recalcitrant individual that peaceable submission is the way to

go. There is nothing like blood from any orifice, to make a

Christian (Buddhist, Moslem or what have you!) out of a lay

person.

The American Cancer Society, Hawaii Division, is also to be
commended for its quiet and effective educational effort in all

the Islands, and particularly on Kauai as a sponsor of this

screening project that Bob Weiner reports on here in the
'

Journal.

J.I. Frederick Reppun, MD

Benefits of MoiJern Medicine

CASE REPORT: An octogenarian widow had a severe and
chronically painful degenerative arthritis of one hip, such that it

bothered her sleep and kept her housebound. A total hip joint

replacement was done at a Honolulu hospital and the result was
beyond her most hopeful expectations.

Hawaii Medical Journal—Vol. 45, No. 5—May 1986
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She now walks with a cane but without a limp or pain,

although still limited in time and distance. What’s more, she

now gets a restful night’s sleep. Life is once more worth living;

her repeated e.xpressions of gratitude verge on being embarrass-

ing in their effusiveness.

The cost: Nine days in hospital — the bill greater than

$10,000, which comes to more than a thousand dollars a day.

Was the patient sickened by this anew? Not at all. She was

smiling as she reported that between Medicare and HMSA it was

all taken care of and she did not have to pay anything out-of-

pocket.

Knowing her background of illiteracy (although she is high in

native intelligence), it seemed obvious to us that she had no

conception of — or rather that she had no concern about — the

fact the she and all the rest of us are footing that bill.

In view of the remarkable success of “modern” medicine and

surgery, we shouldn’t decry or belittle this inestimable benefit in

one already beyond her life e.xpectancy, this one individual

among the 230 million persons in our society. This benefit

should not be denied to anyone, whether such a receiver lives 10

more days or 10 more years. Therefore, let’s not grouse about

the cost.

Eli Ginzberg, Columbia University economist, was reported in

The Honolulu Advertiser nearly a year ago (5/25/85) as

predicting:

1

—

The number of MDs will continue to go up;

2

—

Their incomes will go down;
3

—

Hospitalization rates will not go up (not much?/Ed);
therefore, many hospitals will merge with each other and many
will close their doors; some will convert to being nursing homes;

4

—

Patients’ visits to physicians will decline; therefore, there

will be fewer of the traditional doctors’ offices around;
5

—

Young “new” MDs will be joining group practices and

HMOs; and
6

—

Physician competition with hospitals will increase.

We suggest you photocopy or clip out these six prophetic

statements, put them under your desktop glass, look at them
once a year at the time you get your heel bone density scan and
then see if they are prophetic and which curve declines the

fastest.

To get back to our lady and her “new” hip joint: William

Schwartz, MD, of Tufts School of Medicine, of the Rand
Corporation and of the Brookings Institute, sees the future of

medicine as being more grim than does Ginzberg. Schwartz is

also reported in the Advertiser article as saying that such

candidates for hip surgery will be rationed or denied the benefit

in the future.

We hope not. Full speed ahead and damn the nuclear missiles!

J.l. Frederick Reppun, MD
Editor

Meciical Ethics
It is indeed high time that the University of Hawaii School of

Medicine include in its curriculum more than just a lecture or

two on ethics in the practice of medicine.

Bernice Coleman, MD, chairman of the HMA Committee,

presented to the Council at its March 7 meeting a proposal that

HMA encourage UH medical school Dean Terry Rogers to

institute a semester ethics course during the fourth year. Un-

fortunately, the item passed over the heads of those present, so

no action was taken, perhaps because Coleman wanted HMA to

fund distribution of literature and materials on the subject to all

the medical students, i.e. costing dollars.

The phrase “medical ethics” in the eyes of the general public

— our patients — is often taken to mean some sacred rules that

prevent doctors from doing certain things for their patients —
patients assume the rules pertain to them, the patients. Doctors

then need to explain that these rules apply to how doctors deal

with each other and that the patient is free to do and act as he or

she wishes governed simply by courtesy and considerateness.

For example, a patient is referred to a consultant, who then

proceeds to take over as if the consultant becomes the primary
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physician. The patient becomes confused and doesn’t know who
is in charge and goes along with the consultant perforce. The
patient has freedom of choice but cannot choose because he

thinks “medical ethics” forbid him from doing so.

The ethics in that situation are the game rules that govern the

relationship between the PMD and the consultant, which should

be obvious to all physicians and in which they should be

thoroughly indoctrinated as a part of their training.

The observant patient quickly picks up on the lack of such

ethics and sometimes this is a seed from which grows a malprac-

tice suit!

We hope Bernice Coleman will not be dissuaded from bring-

ing the matter up to Council again.

HMA President Russ Stodd was glad that HMA member Paul

Stevens of the five- to six-person Molokai Clinic has formally

requested help from HMA anent the group’s problem with

medical malpractice, the Molokai hospital and DSSH. Stodd is

appointing an ad hoc Investigating Committee to do some
research and to report back both to HMA and to MCMS. The
allegation that the doctors of Molokai may be forced not to

accept DSSH clients as their patients (said to be in the

preponderance of that Friendly Island’s population) may be a

violation of “medical ethics.”

Cal Sia reported to Council that the $29,000 grant received

through DSSH for the “Baby Doe” project will be used mainly

to set up “ethics committees” in the 19 hospitals in Hawaii and
start them functioning as resource centers to which such cases

can be referred as they come up. HMA will be the coordinating

(appeals?) body. The money is for one year only. “Hopefully,”

said Sia, “the functioning of these hospital committees will

continue on their own, or with state or local funding, as the

need becomes demonstrably)?) of value to each community.”

J.L Frederick Reppun, MD
Editor

Re: December HCMS Board of

Governors Bulletin Article

by Frank A. Rogers, MD
I heartily applaud you for including Dr. Frank Rogers’ sum-

mary points regarding PPOs in the HCMS Board of Governors’

Bulletin. Although the article was somewhat one-sided against

PPOs, 1 feel that it is very important for all physicians to be

aware of this very important subject from the con side. Publish-

ing this type of article goes a long way toward supporting the

traditional doctor/patient relationship that has been nurtured

over time since the Greeks.

Doctors, often being notoriously poor businessmen, can easily

be sold a bill of goods by potential promoters of PPOs that

destroy the doctor/patient relationship and instead substitute

an organization/doctor/patient relationship.

Three cheers for the Bulletin in publishing this point of view

and I hope it is the first of many more such stands.

Chet Nierenberg, MD
Honolulu Sports Medical Clinic, Inc.
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. . . . Rx depends on accurate Dx

Presentation of the Isochromosome
Trisomy 18 Syndrome in an Infant

with the Robin Anomalad

Thomas E. Wiswell, MD, MAJ, MC*
R. Glenn Edwards, MD, CPT, MC*

We describe a newborn infant with the isochromosome trisomy 18 syndrome
and review reported cases. This infant presented at birth with clinical features

of the Robin anomalad, requiring a tracheostomy the first day of life.

Subsequent examination revealed phenotypic features of trisomy 18. His

karyotype disclosed an isochromosome for the long arm of chromosome
number 18: 46,XY,i(18q).

Clinical features of this karyotype, as well as aspects of isochromosome
formation and the Robin sequence, are discussed.

Introduction

We recently cared for an infant with

an isochromosome for the long arm of

chromosome number 18: 46,XY,i(18q).

This is a rare chromosomal defect which

has been infrequently reported.' At birth

the child presented with features of the

Pierre Robin sequence, complicated by

severe respiratory compromise. Further

examination revealed features of the

trisomy 18 syndrome. We review the

clinical features of this condition in order

to familiarize physicians with the syn-

drome and pertinent aspects of isochro-

mosome formation and in order to

emphasize the frequent association of the

* From the Department of Pediatrics

Tripler Army Medical Center

Honolulu, Hawaii 96859

Correspondence: Thomas E. Wiswell, MD
Chief, Neonatology Service

Brooke Army Medical Center

Box 64

Ft. Sam Houston, Texas
78234-6200

Phone: (512) 221-3029

The opinions or assertions contained herein are the

private views of the authors and are not to be

construed as official or as reflecting the views of the

Department of the Army or the Department of De-

fense.

Robin anomalad with genetic syndromes

or other malformations.

Case Report

A 1,900-gram male infant was born at

38 weeks gestation to a primipara follow-

ing a pregnancy complicated by poly-

hydramnios and premature rupture of

membranes. Following vaginal delivery,

the child was noted to have severe mi-

crognathia, glossoptosis, and a cleft

palate. The degree of posterior airway

obstruction was such that a tracheostomy

had to be performed on the first day of

life. (See Figure 1.) The child was sub-

sequently found to have multiple other

anomalies. These included: A prominent

occiput; flattened pinnae with low-set,

posteriorly rotated ears; bilateral

epicanthal folds; multiple flexion de-

formities of the fingers; clenched hands

with overlapping index and fifth fingers;

simple arch dermal ridge pattern on eight

digits; nail hypoplasia; a shortened ster-

num with a pectus excavatum deformity;

patent ductus arteriosus; cryptorchidism;

and “rocker-bottom” feet. The infant

developed both focal and generalized

seizures. He had numerous spells of

apnea and died at six weeks of age.

Blood for chromosomal analysis was ob-

tained the second day of life. Chrom-
osomal analysis was performed from
whole blood cultures according to stand-

ard methods. The karyotype was inter-

preted as that of a male with an iso-

chromosome for the long arm of chrom-
osome 18: 46,XY,i(18q). (See Figure 2.)

Karyotypes of the parents were found to

be normal.

Discussion

Isochromosomes are rare chromosome
anomalies. This structural alteration has

been reported most frequently for the

long arms of the X chromosome. ^ How-
ever, a few cases with isochromosomes of

the autosomes have been reported.

3

An isochromosome is a metacentric

chromosome in which both arms are of

identical size and homologous genetic

composition. Isochromosome formation

is believed to arise from misdivision of

the centromere at the beginning of

anaphase. Transverse division of the

centromere, instead of the usual longi-

tudinal division, results in the formation

of unstable telocentric chromosomes.

These may be subsequently converted

to isochromos.omes in which the

isologous long arms of both sister

chromatids are attached to one cen-
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tromere and the short arms to the other.

(See Figure 3.) As a rule, isochromo-

somes with duplicated short arms fail to

survive. Therefore, the usual isochromo-

some seen consists of complete dupli-

cation of one arm (usually the long one)

and complete deficiency of the other

arm. Interestingly, there have been sever-

al descriptions of supernumerary isochro-

mosomes for the short arm of chromo-

some 18. 5’ *

Trisomy 18 (Edwards’ syndrome) is a

well-known cytogenetic syndrome. The
vast majority of cases result from
trisomy for the whole of chromosome 18.

However, partial trisomies are also

known.'’ * In general, the degree of

phenotypic e.xpression is directly propor-

tional to the amount of additional long

arm material that is present.

*

Thus,

FIGURE 1.

Craniofacial features of the child demon-
strating the severe micrognathia with

tracheostomy in place; low-set, poster-

iorly rotated ears with flattened pinnae;

flat nasal bridge; and prominent occiput.

^ *:“4-it * m

/• •

/I If II ea If

t a

*•«

tj

I'l

it

1
&

a T _ a
‘ ' 0 t *

FIGURE 2.

Chromosome analysis performed on a

phytohemagglutinin-stimulated per-

ipheral blood culture with the aid of G-
banding (performed by the Armed Forces

Institute of Pathology Cytogenetics Lab-

oratory). One chromosome 18 is replaced

by a medium-sized metacentric
chromosome, the isochromosome of the

long arm of a chromosome 18 (arrow).

Table 1.

Clinical Features of Isochromosome Trisomy 18*

Feature Current

Case

Bass' Rhode® Muller" Larson'^

Prominent Occiput

Micrognathia

Cleft/arched palate

Glossoptosis

Low birth weight

Flat nasal bridge

Tone abnormalities

Malformed ears

Dermatoglyphics

:

>5 simple arches

Flexion deformities

or overlapping fingers

Rocker bottom feet

Limited hip abduction

Genital anomalies

Widely spaced nipples

Congenital heart

disease

Pectus excavatum

*The current case and those of Bass' and Rhode® all had 46 chromosomes with

one isochromosome of the long arms, while the cases of Muller" and Larson'^

had 47 chromosomes with two isochromosomes each (one of the long arms and
one of the short arms).

Edwards’ syndrome is primarily due to

the presence in triplicate of genic de-

terminants on the long arm of chromo-
some 18.

There have been two other reported

cases of infants with 46 chromosomes
and an isochromosome for the number
18 chromosome.' ® Bass, et al,' felt that

their patient also demonstrated features

of the 18p-syndrome (degressed nasal

bridge, round face, short, webbed neck,

low posterior hairline, and widely spaced

nipples), which they attributed to the

lack of one set of short arms. However,
several of these features may also be

found in trisomy 18. 'o Features of the

18p-syndrome were found neither in the

current case nor in that of Rhode, et al.®

Two additional reports describe infants

with 47 chromosomes in which two iso-

chromosomes are present, one consisting

of the long arms and one made up of the

short arms for the number 18 chromo-
some."- '2 The short arm isochromosome
in these cases apparently survived. The
phenotypes from all five patients are sim-

ilar. Clinical features of these infants are

noted in Table 1.

The association of micrognathia, cleft

palate, and glossoptosis has been desig-

nated as the Robin sequence (Pierre Rob-
in syndrome).'®- The anomalad can be

an isolated defect or represent one fea-

ture of many different syndromes. Ap-
proximately 60®7o of affected children

will have either known genetic syndromes

(25%) or other malformations (35170).

Several reviews have delineated the

conditions associated with the Robin se-

quence. ‘^-'s The only reported associated

chromosomal syndromes are those of

trisomy llq and the 4q deletion.'®- It is

not surprising that an infant with the

phenotypic features of trisomy 18 should

present with the Robin malformation

anomalad, since micrognathia and cleft

palate are common features of the

phenotype. '®

Most infants with trisomy 18 are se-

verely defective. Few survive childhood.

In this case, a tracheostomy was per-

formed on the child before the diagnostic

possibility of trisomy 18 had been raised.

Neonates who are felt to have the Robin

sequence should be examined closely for

other dysmorphic features. The extent of

therapy and support may depend on

whether or not a lethal chromosomal
malformation is present.
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Figure 3.

Diagrammatic representation of the formation of isochromosomes. The upper figure

depicts normal longitudinal division and the lower figure demonstrates aberrant

transverse division at the centromere with resultant isochromosome formation.
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IMPROVE Your MEDICAL BILLING
MIBS provides unique advanced features for improving your cash flow, reducing your
receivables, increasing your staff’s efficiency, and providing comprehensive management
information. MIBS is a total in-house system utilizing the latest IBM Personal Computer
AT or to help you automate your office. MIBS is designed for Hawaii’s Physicians
including extensive capability for HMSA and other insurance claim processing. This system
offers the following advantages:

Improve Cash Flow

System improves cash flow through daily

billing which reduces time between service

and statement, statement dunning messages
based on account age, and collection aids.

Track HMSA Claims

Track and automatically resubmit outstan-

ding DSS and HMSA participating claims,

audit payments and adjustments to insure

accurate reimbursement, submit HMSA and
DSS claims electronically, and analyze
payment patterns.

Automate Medical Office

MIBS interfaces with popular word proces-
sing, spread sheet, and database packages
allowing the physician to automate office

functions.

Provide Flexibility

MIBS was designed to provide the user with
extensive options so that the system can
be "customized" without any additional

programming.

Improve Productivity

Productivity is improved through daily

billing which evenly spreads the monthly
workload, on-line inquiry, efficient claim
processing, and easy error correction.

Provide Management Information

MIBS reports include account aging analy-

sis, production analysis, procedure utili-

zation, credit balance accounts, diagnosis

utilization, and referring physician ana-
lysis.

MIBS: MEDICAL INFORMATION and BILLING SYSTEM
PPMS supports MIBS with extensive training, continuous professional support, and prompt
response and service. For more information and a DEMONSTRATION on how MIBS can improve
your medical billing, call BILL LIGGETT at 521-2397.

Pacific Professional Management Systems, Inc.PPMS 1188 Bishop St. Suite 3010 Honolulu, Hawaii 96813 Ph. 521-2397



. . . Kudos to Kauai!

Free Flexible Sigmoidoscopy on Kauai

Robert S. Weiner, MD

In the fall of 1984 several Kauai physicians, in conjunction with a program
promoted by the Kauai Unit of the American Cancer Society, began to

perform, at no charge, flexible sigmoidoscopic examinations of asymptomatic
persons over the age of 50.

Initially this program was sponsored in part by two hospitals on Kauai and
by a grant from the Elsie H. Wilcox Foundation. The physicians volunteering

their services all had privileges in colonoscopy at Wilcox Hospital and Kauai
Veterans Memorial Hospital. *

All persons reporting for the exams
were asked to fill out information on a

5x8 card indicating their name and ad-

dress and their private medical doctor

(PMD) or clinic. They were then asked to

answer yes or no to several questions

relating to symptoms of colon pathology

such as rectal bleeding, change in bowel

habits, prolonged constipation or diar-

rhea, etc. The bottom of the card was

reserved for exam results, such as the

extent of the colon examined and any

positive findings. Copies of these cards

were forwarded to the individuals’ PMD,
and the “screenees” were notified of any
positive findings such as polyps and
urged to make an appointment with their

physician. In most cases the regular phy-

sician was then also contacted by phone.

The American Cancer Society publi-

cized this program on Kauai by means of

letters and referral forms delivered to all

primary-care physicians on the Island.

The program was further directly pro-

jected to the target group by means of

lectures to employee groups and senior

citizen organizations and by newspaper

articles.

It was not the purpose of this program
to determine the value of sigmoidoscopic

screening in persons over the age of 50.

That had already been adequately estab-

lished in large studies done by Gilbertsen,

Winawer and others. ' ^ After the first

five months, the results of 457 examina-

tions in the Kauai program were col-

lected; polyps were detected in 47 per-

sons.

Most of these proved to be adeno-

•Paul Arrington, MD, Robert Hamblin, MD,
Thatcher Magoun, MD, Neal Sutherland, MD, and
Robert S. Weiner, MD.

matous polyps and were removed by co-

lonoscopic polypectomy on Kauai. In ad-

dition, one Duke’s A carcinoma of the

descending colon and one large rectal

villous adenoma were discovered; these

were referred out for appropriate thera-

py. These results are similar to figures

appearing in the published literature.

Subsequent review of our Kauai ex-

perience showed that we found polyps in

approximately 10% of the persons

screened.

The main purpose of this program was

to establish flexible sigmoidoscopy as an

ongoing screening procedure on Kauai.

In this effort we have been successful to

the extent that free flexible sigmoid-

oscopy continues to be offered at three

private clinics on Kauai. All persons re-

sponding to repeated appeals by the

American Cancer Society, Kauai Unit,

are examined at these clinics, which re-

ceive no direct reimbursement for these

services. There has been, of course, an

increased detection of colon polyps and

other pathology. When these patients are

referred for more definitive diagnosis

and treatment they or their insurance

carriers are billed in the standard fee-for-

service manner. In the case of patients

who have a prepaid medical insurance

plan in effect, all parties involved seem

delighted that the removal of the

precancerous adenoma at outpatient en-

doscopy takes place, rather than risking

serious hemorrhage or the possibility of

invasive carcinoma later.

To date, we have screened more than

1,200 persons with flexible fiberoptic

sigmoidoscopy on Kauai at no charge.

The patients are examined to the extent

that their comfort and the preparation

with two Fleets enemas will allow. Most

examinations are to 60 cm, or up into the

descending colon. Often the splenic flex-

ure or even transverse colon can be

reached, because some examiners are us-

ing full-length colonoscopes for these

“sigmoidoscopies.” There have been no
complications so far and the few patients

who have previously experienced rigid

proctosigmoidoscopy have expressed sur-

prise at the absence of discomfort when
flexible instruments are used. Fur-

thermore, no physician on Kauai has ex-

pressed anything other than satisfaction

with this project, since all reports to

PMDs and referring physicians are timely

and made in accordance with established

medical ethics. All qualified physicians in

the community are given an equal op-

portunity to participate in the program.

After each sigmoidoscopy the patient

is given a copy of the American Cancer

Society guidelines for periodic examina-

tions in asymptomatic persons. The pa-

tient is advised to return for a repeat

examination in one year, and then again

every three to five years if the exam
remains negative.

At present, we hope to expand this

program by teaching flexible sigmoid-

oscopy to a few highly motivated prima-

ry-care physicians. Ultimately we would

hope that all persons over 50 will seek

this type of examination as part of their

routine medical care.
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HMSA Answers
Physicians’ Questions

Q: Please explain the HMSA reimburse-

ment schedule for the federal plan pre-

ferred provider program. Does this con-

form to the present usual, customary and
eligible charges as determined by the in-

dividual physician’s profile?

A; The HMSA preferred provider pro-

gram for federal employees is designed to

give incentives to plan members who re-

ceive services of program providers.

HMSA participating physicians are auto-

matically included in this program. De-

termination on usual, customary and

eligible charges is made on the same basis

as all other HMSA plans. The major
benefit change involves surgical services.

Benefits for surgery from participating

physicians will continue to be paid at 100

percent of eligible charges. If a plan

member receives surgery from a non-

participating physician, benefits will now
be paid at 80 percent of eligible charges.

Q: On Aug. 16, 1985, HMSA published

an initial list of elective surgical

procedures for which only outpatient

benefits will be paid. However, the ac-

companying memorandum also indicated

that if the attending physician felt that

there were extenuating circumstances to

require admission to the hospital, then a

preadmission determination form should

be submitted for review. Please provide

any exceptions to this procedure.

A: Preadmission approval is not neces-

sary in the following instances:

(a) When immediate or emergency sur-

gery is required.

(b) If the patient has been hospitalized

for medical care (excluding routine pre-

Kahuna
Lapa‘au

“Auwe! My baby he bin swell up like

one o‘opu-kawa — no mo’ can breathe!”

The phone call hung suspended with the

excitement vibrant at the far end.

‘‘OK, OK, Mrs. Opunui,” answered

the medical priest. ‘‘Calm you’self. How
come da baby ladat? How old da baby?

He bin eat somet’ing or what?”

‘‘No, no, doc. 1 t’ink one bee he

sting’um.”

‘‘Mo’ bettah you bring’um my heiau

wikiwiki. My Kona nightingale him get

sore foot — no can hobble — an’ my
needuls an’ my medicine him stay

o’heah.”

Pretty soon Mrs. Opunui hove into

view on the path winding up the hill

through the lliahi trees, more out of

operative preparation) or other surgery

and is operated on for one of these

procedures during that hospitalization.

(c) When another procedure is being

done concurrently and of itself requires

hospitalization.

(d) If, due to the patient’s medical

history, there is a likelihood of complica-

tions or conditions arising during or after

surgery which supports overnight hospi-

tal confinement for skilled observation

and acute care.

For more information, call HMSA’s
Utilization Review Department on Oahu
at 944-3581.

Q: Various services which are in the na-

ture of preventive medicine are excluded

in the HMSA benefit structure. This

tends to obstruct many HMSA sub-

scribers from seeking needed medical

care except for relatively minor acute

problems such as URl or simple injuries.

Examples of HMSA exclusions are the so

called ‘‘routine Ob-Gyn examinations,

immunizations, etc. Wouldn’t HMSA
save money in the long run as well as

promote its public image in line with

recent advertising by more attention to

preventive medical services?

A: HMSA does cover immunizations and
well-baby care in most of its basic medi-

cal plans and offers health appraisals as

optional coverage for group plans.

With regard to other preventive serv-

ices, a review of literature indicates that

many services are either not recommend-
ed on a routine basis or are not cost-

effective. These findings are made by

physician professional societies as well as

breath than the overweight 10-year-old

on her broad back. But he was obviously

fatter than usual in the face, his eyes

were swollen shut, his lips looked like

cooked hot dogs. He was crying hoarse-

ly, but at least he was crying — and
breathing.

‘‘OK, Mama. You go sit down by da
rock o’deah an’ no go neah da heiau.

Kapu fo’ wahine, you know. Junior, you
one keiki kane, so 1 goin’ take you eensai

da heiau. I goin’ geevum one beeg poke
on top you ass, OK?”

‘‘Doc, doc! Please no use da long one!

1 scared da kine needul.” Junior’s

edematous eyes were obviously open

enough through slits to observe the prep-

arations being made on my polished koa

log.

‘‘Nevah mind da long da short. Da
hole eensai you skin allsame.”

Junior recovered quickly after 1 gave

his wiggling posterior the adrenalin shot

that 1 had made ready in a dose suitable

Hawaii Medical

other organizations like the American
Cancer Society.

HMSA’s basic medical plans are de-

signed primarily to provide coverage for

catastrophic medical expenses due to un-

expected illnesses or injuries. The rela-

tively low costs of routine examinations

such as annual physical examinations and
pap smears are expenses that can be in-

cluded in a person’s budget, unlike the

costs resulting from unexpected illnesses.

Q: Much less expensive but often im-

proved medical care for many stable,

chronic diseases can usually be provided

in a group maintenance therapy setting

under the supervision of a nurse spe-

cialist (examples are clinics for diabetes,

hypertension, rheumatoid arthritis, and

Parkinson’s disease) managed by RNs
with physician input only as needed. The
cost benefit advantages are obvious.

Please comment on the advisability/de-

sirability of a new HMSA payment cate-

gory to pioneer insurance coverage in this

important and growing field of medical

practice.

A: While the ‘‘cost benefit advantages”

of a new payment category for group

maintenance therapy may seem logical,

our experience with this type of setting

has been an increase in overall costs. The
initial lower charges of an independent

nurse specialist, over a period of time,

could gradually approach the charges of

the physician rendering the same services.

In addition, these services by nurse spe-

cialists may not necessarily be accom-

panied by any corresponding decrease in

services by physicians. Instead, the long-

term effect is that we will continue to

spend the same amount or higher for

physician services in addition to paying

for nurse specialist services. This would

be the case unless there is a decrease in

the number of physicians or in their in-

come expectations.

for his age and weight, concocted from

the ritually confiscated gland of an extra

brave warrior who had recently died in

battle.

‘‘Lucky fo’ you da bee sting not so

bad fo’ you dis time. OK? We go assai

an’ talk-talk wit’ you mama,” 1 said, as

Junior began to feel better. Mama look-

ed relieved when we approached her.

‘‘Lissen, you two,” 1 made my tones

professorial. ‘‘1 goin’ explain. Some
peepul he allergic. You savvy da kine

‘allergic’? Well. . .
.” By the time I had

finished. Junior’s face was almost back

to his usual chubbiness and his attention

was obviously directed elsewhere. 1 had

lost mama too.

Glossary:

o'opu-kawa = balloon fish

wikiwiki = hurry up

Kona nightingale = donkey

kapu = forbidden
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Are These Companies in Castle's EAP
for Their People, or the Profits?

Internaf

Re»«riu«

The answer is: both. These and other

Hawaii companies are discovering that

Castle Medical Center's Employee
Assistance Program is not only good
for their employees, but good for

business too.

Employees' off-the-job problems such
as marital and family conflicts, finan-

cial difficulties, alcoholism and drug
abuse can affect their on-the-job

performance. Castle's EAP attacks the

sources of these problems with spe-

cific, results-oriented programs and
confidential assistance. And it gives

companies an effective new tool to

help recover losses from absenteeism,

inefficiency and worker's compensa-
tion costs.

Find out how Castle's EAP can help
your employees and your business.

Call 521-0041 today for a free brochure
and assessment.

Employee Assistance Program

one
Castle Medical Center

"Making Haiuaii an even better place to live.”



SOME THINGS NEVER REALLY CHANCE,
THEY JUST CONTINUE TO GET BETTER
"Where We Celebrate Life Every day"

KAPIOUVNI
WOMEN’S AND CHILDREN’S

MEDICAL CENTER

After 162 years of service to this community,
Kapiolani women's and Children's Medical Center is

still the place to bring the women and children you
love for care.

KAPIOLANI WOMEN'S AND CHILDREN'S MEDICAL CENTER
1319 Punahou Street, Honolulu, Hawaii 96826 • 947-8511

KAPIOLANI WOMEN’S & CHILDREN’S MEDICAL CENTER
is a non-profit, specialty medical center serving
the medical, health and social services needs of
women and children. As the most highly-

specialized, technologically advanced teaching
center of its kind in the Pacific, we offer your
loved ones these personalized services:

• The Only Specialty Center for women in

Hawaii

• A variety of Birthing Alternatives

• Opportunities for Partner Participation in the
Birthing Experience

• The Most Specialized Medical Center in Hawaii
for women with High Risk Pregnancies

• Medical Transport Services to Serve Rural

Oahu and Neighbor island Families

• State-of-the-Art Breast
Screening /Mammography

• Infertility Services

• Genetic Counseling

• Family Planning Services

• Maternal, Neonatal and Pediatric

Intensive Care
• Fetal Monitoring Transmission System
• Pediatric General Care
• In-Patient and Out-Patient Facilities

• Family Psycho-Social Counseling
• Patient Education
• 24-Hour Emergency Services

• Same-Day Surgery
• Pediatric Arthritis Center
• Children’s Divorce Clinic

• Child and Spouse Abuse Programs
• Teen intervention Program
• Pediatric Cancer Therapy
• Eating Disorders Program
• Poison Center
• Rehabilitation services

• More than 30 Active Research Programs

Kapiolani Maternity Home moved to
the August Dreier home located on
Beretania Street, now the site of the
Mormon Tabernacle, (circa 1917.)

Kauikeolani Children's Hospital in

1909 — at former location on
Kuakini Street.



Saint Francis Hospital is a

leader in laser surgery and

in open heart surgery.

Did you know that Saint

Francis Hospital is the

fastest growing hospital in

Hawaii . . . one of the three

top hospitals in the state!

Did you know that the Saint

Francis Home Care Services

provide caring professionals

from seven specialties to

help in the transition from

hospital to home? 4

Pioneers in Home Care,

Hospice and Dialysis.

Pioneers also in Pain

Treatment and Alcoholic

Treatment for Women.
Did you know that Saint

Francis Hospital is now
a surgical leader? The

only one doing organ

transplants, both kidney

and bone marrow.

And that they offer

Lifeline-an emergency

response system for people

whose lives may depend on

the need for immediate

medical attention.

Serving people of all

faiths, beliefs or ethnic

backgrounds.

Saint Francis

Hospital
Discover the Difference

Saint Francis Hospital West

Coming soon to Waipahu



Hawaii’s Heaith Care Revoiution

The physicians’ section of the Yellow

Pages isn’t what it used to be.

Now, attractive young doctors in quar-

ter-page ads beam messages like that of a

Liliha Street internist, a woman, who
stresses she’s “a general doctor who
loves practicing medicine.”

In another ad, one of her colleagues

lists an impressive set of academic
credentials: an undergraduate degree

from Harvard and a medical degree from
Yale.

Still another enterprising specialist of-

fers free bus rides to and from his Wahi-
awa eye clinic.

Inappropriate advertising? Perhaps in

years past; but today, display advertising

is “in” and the name of the game in the

contemporary health care field is: sell,

sell, promote, and sell.

More than listing their specialties, doc-

tors now sell “intangibles,” such as car-

ing, confidence, and convenience.

Doctors are not alone. Virtually ev-

eryone involved in getting and keeping

people healthy — practitioners, sup-

pliers, providers, and insurers — is

caught up in competitive bidding for con-

sumer support.

The reason for this is that the health

care industry is in the midst of a pro-

found marketing and technological revo-

lution.

Third-largest industry

One feature of the health care
phenomenon is its sheer size. The field is

now regarded as the third-largest indus-

try in the nation as well as in Hawaii.
How big is health care? Across the

Kenneth R. Harding is vice president
of Crossroads Press, Inc., and a

former director of economic
development for Kauai County.

Gregory Forest is an account
executive with Myers Advertising, Inc.,

and a specialist in health care
marketing.

by Kenneth R. Harding
and Gregory Forest

country its annual volume is thought to

exceed $400 billion. In Hawaii, total ex-

penditures are more than a billion dollars

a year — roughly triple the size of the

sugar industry. Only tourism and the mil-

itary comprise larger segments of the lo-

cal economy.

Nationally, health care accounts for

10.7 percent of the total GNP, compared
to only 5.8 percent in 1960.

In terms of employees, some 26,000

workers in Hawaii are involved in health

care, including more than 2,000 licensed

physicians — roughly one physician for

every 465 residents.

By the end of the 1970s, American
health care was on the verge of collapsing

from the weight of soaring bills and un-

controlled costs.

Burdened by a payment system that

stressed guaranteed care at any cost, yet

stimulated by a technological explosion

of new equipment and procedures, the

situation was ripe for change.

With stunning swiftness, a seemingly

minor accounting change that shifted

payments for Medicare services to

predetermined fees from actual costs pro-
vided the spark.

Under the new “prospective payment
system,” which went into effect in 1984,

traditional incentives were reversed: in-

stead of being paid to do more at a

higher cost, doctors and hospitals are

now rewarded for bringing costs down
and finding new ways to do more with

less.

While the prospective payment system

applies only to Medicare payments, the

change has encouraged bottom-line ac-

countability in private programs as well,

and has provoked a more aggressive ap-

proach to the financial management of

health care in general.

The resulting flexibility has enabled

providers everywhere to meet changing

market conditions far more rapidly than

in the past.

In the process, the traditional rela-

tionships of medical practice — doctor-

patient, patient-hospital, and hospital-

doctor — are undergoing extensive re-

vision, as new services and specialized

health plans proliferate.

Market-driven

Increasingly, the choice of medical

plans and services is up to consumers,

who are called on to make wise decisions

involving, quite possibly, their own life

or death.

Who are the consumers?

The greatest consumers of health care

are women, although their role has been

changing. In I960, less than one in five

mothers of preschoolers were in the labor

(Continued)

The New Economics of Medicine

• The old system was headed for bankruptcy.

• The basis of payment is shifting from actual costs to set fees.

• The delivery of health care services is now highly competitive.

• Consumers are now in charge.



Consumers Now Calling the Shots

(Continued

)

force. By 1985, more than half were.

This has led to an increase in demand for

services such as same-day surgery and
shortened hospital stays.

Much attention has been given in re-

cent years to the growing population
that’s 65 and older, a group increasing

twice as fast as the population in general.

The market for nursing homes will most
likely expand, but a more attractive alter-

native for most Islanders is a care pro-

vided in a patient’s home.
Another very fast-growing group is

persons aged 35 to 44. This group has an
especially strong interest in sports medi-
cine, rehabilitation, and preventive pro-

grams in physical fitness testing, exercise,

and nutritional diet classes.

A decline in blue-collar jobs is ex-

pected to lower the demand for occupa-
tional therapy, but the increase in white-

collar workers will likely cause a greater

demand for stress management and phys-

ical conditioning programs.

Time is also at a premium for the

growing number of professionals in Ha-
waii’s population. Along with so many
working women, consumers in general

want service at more convenient times,

especially on weekends and in the eve-

nings. Convenience — even free parking
— is an important factor for a growing
number of Island residents.

Still another factor that affects the

health care market is the number of bro-

ken families. Not only are there many
more divorced persons in society, but

also more children with single parents.

As a group, such persons are “at risk’’

for unique emotional problems and
stress. Counseling and care-group rap

sessions, for example, find a ready
market.

Finally, most of the population is bet-

ter educated than in the past. People are

demanding to know more about all man-
ner of goods and services, especially any-
thing involving their health and well-be-

ing. Second opinions are the “order of
the day.’’.

Intensely competitive
With changes in the market providing

a backdrop, health care can be seen as

the most entrepreneurial of Hawaii’s ma-
jor industries.

No segment of the economy is chang-
ing more rapidly or affecting more indi-

viduals and businesses. Operating in a

climate of opportunity and risk, the

maturing health care field is intensely

competitive and responsive to market
trends.

Not too long ago, the practice of medi-
cine involved only a physician, usually a

“G.P.,’’ and his patient. Hospitals were
there, but were places of last resort.

When the doctor came, he billed you and
you paid him. If you went to the hospital

you paid the hospital.

Then insurance entered the picture. In

Hawaii, HMSA was founded in 1938,

and instead of paying the doctor or the

hospital, you paid a fee to the insurance

organization and it paid for most of your
bill, offering you protection from
catastrophic medical expenses.

But as technology progressed, hospi-

tals became mini-laboratories with the

latest diagnostic equipment and
procedures; inevitably, their services cost

more. Between 1978 and 1984, health

care costs were increasing at the astound-
ing rate of 12 to 15 percent a year.

Hawaii’s Prepaid Health Care Act of
1974 was the first compulsory health in-

surance law in the nation, and required

employers to provide a minimum level of
benefits to employees, through a con-
tracted insurer.

Changes in federal and state law
helped foster the establishment of spe-

cialized one-stop health care centers

called health maintenance organizations

(HMOs), such as the Kaiser Foundation’s
Health Plan, Island Care, and HMSA’s
Community Health Program, all of
which vie for employer business.

Unlike standard medical insurance that

pays bills after you incur them, HMOs
charge a single monthly fee and cover
most medical needs.

Now, another entity, the Preferred
Provider Organization (PPO), has joined

the competition, seeking to offer still

lower-cost health care through stricter

policies of service usage.

Glossary of

Terms
HMO - Health Maintenance

Organization. One stop-
health care centers with a
team of doctors, labs,

diagnostic facilities.

PPO - Preferred Provider

Organizations. A related

health care system that

gives significant financial

incentives to utilize certain

medical personnel and
hospitals.

PPS - Prescribed Payment
System, pays fees for

Medicare based on set fees
rather than actual costs.

PPOs are now available in all 50 states

and their number has more than doubled
since 1983. Queen’s Medical Center, for

example — Hawaii’s largest single non-
military acute-care facility — has just

introduced a PPO for its own employees,
and is about to expand the concept to

several employer groups in Hawaii.

Other medical centers offering or

thinking about offering PPOs are Castle

Medical Center, Straub Clinic & Hospital

Inc., and St. Francis which may join with
Kuakini and Kapiolani hospitals.

And while PPOs offer a lower-cost

alternative to employee groups, they

enable providers to cut costs by more
careful planning of health care needs and
resources.

Merge or diversify

With PPOs, HMOs, and health plans

in general now competing in the
marketplace, all types of providers are

scrambling to survive and are merging
and diversifying to an unprecedented
degree.

Hospitals are now specializing in

unique ways. For example, Castle, which
stresses preventive medicine, has been of-

fering an Employee Assistance Program
for troubled workers. St. Francis spe-

cializes in organ transplants, especially

liver and bone marrow, and Queen’s has

a number of “centers of excellence,’’

among them a 24-hour trauma team,
replete with a helipad.

Honolulu Medical Group through Is-

land Care offers a professional team ap-

proach with a highly personal touch, un-

der its slogan “The Best of Health.’’

Fronk Clinic advertises “affordable’’

low-cost health care through HMSA and
its own group practice.

Through Straub Clinic’s campaign,
“Sure at Straub,’’ a patient can tap into

over 100 physicians with confidence. And
Kokua Nurses is a licensed home care

agency as well as a provider of private

duty nursing.

More changes are in the works. One of

the most critical areas affecting the prac-

tice of medicine lies in the exorbitant cost

of malpractice insurance, underscoring

an urgent need for tort reform.

With medical costs still mounting in

general, patients are assuming ever-

greater personal responsibility in the

maintainence of their health.

As reported in U.S. News & World
Report, the knowledgeable consumer of

today holds new power. In the words of

a former president of Blue Cross-Blue

Shield, the nation’s largest health in-

surer, “the consumers are in charge now
. . . and are learning to flex their mus-
cles.’’
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continuity- ^
OF-CARE"

f ^
By combining your expertise and ours for complete patient care, our

flexible Continuity-of-Care™ programs enable us to design the

optimum home care program for you.

HOMECARE SERVICES

• Experienced and Dedicated Staff

• Patient/ Family Training

• Home Planning Assistance

• Home Care Equipment

• Medicare/ Insurance Specialists

• Complete Range of Products and Services

• Patient Educational Aids

• Abbey Medical Catalog

RESPIRATORY
HOMECARE SERVICES

• Professional Staff

• Patient Training and Education

• Detailed Patient Follow-up Program

• Respiratory and Home Care Equipment

• In-Service Program

• Rehabilitation Equipment

• Medicare Specialists

Hawaii’s most complete homecare supplier

>1BBEy
mEDlUL

660 Queen Street • Honolulu, Hawaii 96813

524-3800



ONE HEALTH
PLAN REALLY
NOSTHE

No doctor bills. No claim forms.

No deductibles or eligible charges*

No maximum ceiling on coverage^

No co-payments, in almost all case'

HASSLES.

Can the health plan you offer your

employees now match that? If

not, look into island Care. We offer

the most comprehensive benefits

package in Hawaii, without the
usual health plan hassles.

Island Care members can select

their own personal doctor. And
because we're a Health Mainte-

nance Organization we cover their

preventive health care needs, as

well as taking care of them when
they're sick.

Our monthly premiums may
seem a bit higher compared to

other plans. But our coverage is

so much more that there's really

no comparison.

Call 945-1127, or write Island Care

at 1580 Makaloa Street, Suite 910,

Honolulu, 96814.

U/afje/(/ffs--
The health plan you can feel good about



7wavsourhealth plan
helpskeepyourvalued
employeesvaluable.

A healthy employee is a valued em-
ployee. More than any other plan, The

Straub Plan is designed to assure that

all your employees remain valuable.

Following are 7 key points to pon-

der when considering coverage.

Point 1 : The Straub Plan empha-
sizes preventive care. Routine physical

exams, pre and postnatal care,

well baby visits to age three

and immunizations are at

no charge. And family

planning services are

available at a nominal

charge.

Point 2: In addition

to basic coverage. The
Straub Plan offers a bene-

fit that is not available with

the more conventional

planS”-the Health Bonus. For qualifying mem-
bers, up to 100% of all inpatient and outpatient

charges are covered.

Point 3s Programs which promote good
health are made easily accessible, again at no
charge. Programs such as lifestyle change,

weight control, nutrition, stress management,
health education, cardiopulmonary resuscita-

tion, exercise and others are conducted at

Straub—or your workplace!

Reward your valued employees
by offering them The Straub Plan

Point 4: Don't forget to

compare premiums . . . that

alone may convince you that The

Straub Plan has the edge.

Point 5: Medical care through

The Straub Plan is available at all Straub

locations. (King at Ward, Aiea, Hawaii Kai,

Kailua and Kaneohe.) Should urgent

care needs arise, Straub

locations (except Kailua) have

extended evening and

weekend hours until 11 p.m.

Now you can get a doctor's

care without the expense
of an emergency room.

Point 6: The Straub

Plan is underwritten by, and
offered in cooperation with,

HMSA, for companies with

50 or more employees.

Point 7: Straub has set the standard

for health care in Hawaii. As a member of

The Straub Plan you're assured of the best

care available in medicine.

These are some of the differences

offered by The Straub Plan. For a more
comprehensive review, contact The Straub

Plan office at 525-2511. Make it a point.

;raub
plan

THE HEALTH PLAN FROM StraUbcLINIC AND HOSPITAL
888 S. KING ST. HONOLULU, HAWAII 96815 (808)525-2511 TOLL FREE: 1 (800) 252-9491



HMSA
does
more.

For employers. For providers.

And of course, for our members.

With HMSA, employers get cost-effective employee health plans

and practical ways to help keep workers healthy and on the job.

Hawaii’s physicians, dentists and other health care providers get

fast, fair reimbursements with modern methods for increased

efficiency for their practices.

And HMSA members get the freedom to choose their own physi-

cians, and are assured of maximum benefits when they choose
from HMSA’s 2,000 Participating Providers.

HMSA
Hawaii’s leader in prepaid health care plans.



HEALTHCARE SERVICES
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Abortion

Alcoholism Program (Ouipanem) m 1
Alcoholism Program (inpaiiem)

Anxiety Disorders Program

Back Program

Birthing Center (Maternity)
it ' mm

Burn Unit
it

Cancer Therapy
iiiii iiisi it it it it

Cardiac Rehabilitation • it

Community Care/Elderly
> it

'

iHii it
Cooking Classes it

Dental Clinic
iiiii it iiHi

Diabetes Unit ¥ ¥ it ¥
Drug Addictions Program mm iiiii it' m

Eating Disorders • ¥ •
Educational Classes/Seminars mm iiii iiiimm
Employee Assistance Program • •

Health/Nutrition Program mm iiiii 1 1 it
Home Care it

Home Health Agency # iiiii iiiii it
Hospice •

Lamaze Classes llii mm 1 1 it-
Laser

Lifestyle/Fitness Program iiiii iiii iiiii 1
Mammography Unit it 1 it

Mental Health Unit (Psychiatric) iiiii it iiiiiii: Iiii
Occupational Therapy it it

Organ Transplants

Osteoporosis Center • •
Outpatient Surgery Clinic IIIII iiiiiill mm 1 1 i

Pain Unit it

Parenting Classes I 1 iiiii ¥
Physical Fitness Testing •

Physical Therapy iiiii;iiiiiiiimm it' it 1
Poison Center it

Renal Dialysis i iiiii

Sex Abuse Center it

Sexual Potential Center 1
Skilled Nursing Facilities •
Sleep Disorders Program

Sports Injury/Rehabilitation Unit ic

Stop Smoking Program it 1
Stress Management Program •

Weight Control Program it 1 lil
Women’s Health Center • •

Service Available Service in Planning Service Not Available



NOW THE OLDEST
HMO IN HAWAII

ISALSOTHE NEWEST
K.̂ajser Permanente helped pioneer the Health

Maintenance Oi^nization (HMO) in the 1930’s.

Today, the HMO concept has become
one ofthe best wavs to control health

care costs in this counmt
In July, our new S28 million

Honolulu Clinic will open on the

corner ofKing and Pensacola streets.

This state ofthe art facilitc' will replace

the present clinic in the original I^ser

Permanente Medical Center on Ala

Moana Boulevard.

And together with the

new 202-bed Kaiser Permanente

Medical Center at Moanalua, it will

represent the full potential ofthe HMO
concept in Haw'aii.

AN HMOWORKS .

Kaiser Permanente operates quite differently from what is known as

“fee-for-service” medicine. It integrates physicians, facilities andprepayment And. it is this

linking of all aspects of health care that promotes qualitv' without cutting benefits.

It also saves money. With routine serv ices such as physical exams and
immunizations prepaid, members have no financial barrier to seeking health care

on a regular basis.

It’s called prev'entive care and it works.

P^OWAN HMO SAVES MONEY.
Studies show prepaid group medical practice encourages cost effectiveness.

It optimizes the use ofsupport personnel, facilities and equipment. Duplication is

avoided and patient and physician time is sav'ed. And it allow'S manv' phv^sicians to w'ork

together, consulting regularly with one another on diagnoses and treatment.

]S^OW EVERYTHING IS IN PLACE.
Our new medical center now links a network of eight outpatient clinics on Oahu

and two on Maui. It means the latest in medical technology,', more personalized service

and the best staffofphysicians in our history,'. For more information on how people

benefit w'ith Kaiser, please call a Kaiser Health Plan Representativ'e at 521-0803.

KAISER PERMANEJVTE
Medical Care Program



Physicals&screenings
foryouremployees.

Quickly, efficiently
and at special

company rates.

JVlany companies large

and small alike choose The
Fronk Clinic for their

eorporate and industrial

health care needs.

“Communication with the

clinic staff is excellent. I

ean call and get my answers
right away.”

“There’s no problem
in scheduling an appoint-

ment. They’re understand-

ing and try to accommodate
my needs.’’

Speeial company rates are

available for:

• PUC/Crane Operator

Physicals

• Pre-Placement Physicals

• Asbestos Screenings
• Executive Physieals

• and more

For more information, eall

Pam Marshall, R.N., director

of patient relations at

531 -6471 .

Q The Fronk ClinicJnc.

4 4 My company has been
going to Fronk Clinic

for years. We’ve been
very satisfied with their

services.

Russ Silva

senior human resources

representative

Chevron U.S.A. Inc.

Hawaiian Refinery

44Kilgo’s appreciates the

one-stop medical facility

Fronk Clinic provides. 9 5

A.L. Kilgo
president

Kilgo’s

Honolulu Pearlridge

839 South Beretania St. 98-150 Kaonohi St.

5 3 1-6471 Westridge Shopping Center

488-8431

Fronk Eye Clinic

40 Aulike St., Suite 317

Kailua

261-3155



Since 1979,

high standards of integrity and

professionalism have enabled Kokua
Nurses to become the top temporary

medical placement company in Hawaii for

nurses and para professionals.

NOW INTRODUCING
‘Kgkua HOME HEALTH AGENCY

Licensed and Certified for Medicare/Medicaid
Reimbursement :

r ,

RN’S •LPN’S •Nurses Aides

Physical & Occupational

Therapists • Medical Social

Workers •RN Supervision

Speech Pathologists

Also, don’t forget our

Private Duty Nursing

Hospital & Office Staffing

T^kua ^^(urses
ON CALL
24 HOURS 536-2326

1210 Auahi St., Honolulu Hawaii 96814
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Dr. Littenberg thinks

your company’s growth

is worth an examination.

The Best of Health

550 South Beretania,

by The Queen’s Medical

Center • 537'2211

THE
HONOLULU
MEDICAL
GROUP

As president and CEO of The Honolulu Medical Group, Richard Littenberg knows from an

employer’s point of view how personalized employee health care programs help reduce absenteeism,

worker’s compensation payments, and health insurance costs.

As one of our specialists in internal medicine, he’s part of the reason

we’re experts in occupational medicine, including pre-employment

screening exams, and annual, middle management and executive

health care programs.

His personal program includes healthy doses of running,

weight lifting, and ocean sports.

For a closer examination of the personalized Occu-Med
Program we can design for you, call The Honolulu Medical

Group at 537-2211. We’ll show you how extremely reasonable

good employee health care can be.

Dr. Richard L. Littenberg

Internal Medicine and

Nuclear Medicine



Coming soon.

The Queen’s

Health Care Plan.
There are health care plans that

give you some freedom of choice.

But the added costs are heavy.

And there are health care plans

that offer minimum out-of-pocket

costs. If you go where they tell you.

Now there’s a plan just ahead

that offers the best of both worlds.

Comprehensive coverage plus

freedom of choice.

Call us for complete information

at 547-4279.

The Queen’s

Health Care Plan
A part of The Queen’s Health Systems



Life in These Parts

“There was Dr. Steven Tenby in his

waiting room when a woman came in

with her daughter whose face had been

scratched by a cat. She asked what could

be done. ‘Nothing at all,’ the doctor

replied, ‘it’ll get well soon enough.’

‘Shouldn’t a bandage or something be

applied?’ the woman asked. ‘No,’ said

the doctor. ‘How about some medicine?’

‘Nothing is needed,’ Dr. Tenby patiently

e.xplained, and the woman, not entirely

mollified, left. ‘You see,’ he said to a

friend in the waiting room, ‘my wife

never listens to me.’ ” (Ed.: He’s not

alone.) (From Dave Donnelly’s Hawaii.)

Ben Young, associate dean of student

affairs at the UH medical school, is the

new VP for student affairs at UH.
Gordon Davis, a Phoenix, Ariz.,

gynecologist, conducted a CME work-

shop on laser laparoscopy. Ronald
Ayabe, a Honolulu gynecologist, had

worked with Davis on a study of 158

infertile women; 57% became pregnant

and delivered within 18 months after

laser laparoscopy. In an 18-month
followup study, 75% of the women
treated for endometriosis with the laser

technique were relieved of their symp-
toms.

Computer technology combined with a

microwave generator costing $100,000 is

now available at QMC. Carl Boyer, di-

rector of radiation therapy, treats cancer

patients with this when standard forms

of therapy have failed. The response rate

of hyperthermia therapy is 50% and
when combined with small dose radi-

ation, it rises to 80%.
Young K. Paik, director of laborato-

ries at St. Francis Hospital, is looking for

100 pure Hawaiians or Hawaiians with at

least one pure Hawaiian parent to study

the human leukocyte antigen (HLA) data

on native Hawaiians.

One of the proposals before the AMA
House of Delegates in December was to

make mandatory the premarital tests for

AIDS virus exposure.

The University of Hawaii needs an ex-

tra $400,000 to pay for malpractice in-

surance premiums to cover its medical

school faculty and third- and fourth-year

students.

Sportsmen
The Big Island unit of the Hawaii

Heart Association conducted a “Dr.
Richard Mamiya Golf Tournament’’ at

the Volcano Country Club on April 13.

It was a shotgun start with an entry fee

of $75 per team, which covered a dona-
tion to the Heart Association, and paid

for green and cart fees and a steak lunch-

eon and prizes. The formal was two-

person best-ball.

Cyrus Loo had successfully treated

quarterback Jim McMahon (more recent-

ly of the Super Bowl Chicago Bears) with

acupuncture before the BYU-Hawaii
game in 1980. Loo takes issue with a

Honolulu Star-Bulletin story that de-

scribed McMahon’s treatment in “the

back alleys of Chinatown.’’

19th Hole
Two former Kalihi Valley schoolmates

met for the first time in 30 years at the

Ala Moana shopping center.

Mary: “Agnes! Is that you? How have

you been?’’

Agnes: “1 got married to a good haole.

We have three kids. One’s a doctor, an-

other a lawyer and the last an engineer.

They have all married well and we have

13 wonderful grandchildren.’’

Mary: “That’s fantastic! I’ve been

lucky too. Lor Mother’s Day, my four

children sent me to Charm School, the

one thing I learned was not to say “Bull-

— ,’’ but to say ‘Lantastic!’ ’’ (As told

by Walter Loo, our golfing partner)

Hors de Combat
A report presented to the AMA House

of Delegates in December says that two-

thirds of physicians responding to an

AMA survey said Medicare recipients are

getting poorer care in hospitals because

of the prospective payment system. Den-

nis Siebert of the Health Care Financing

Administration says the report is similar

to other speculative criticisms in recent

months, “but none of it seems to be

based on solid evidence.’’

Phil McNamee and his Pacific In Vitro

Fertilization Institute sought legislation

requiring health insurance policies to

provide pregnancy-related benefits to

cover in-vitro fertilization. HMSA presi-

dent Marvin Hall opposed the bill, argu-

ing that the test-tube baby service is not

“medically necessary’’ and that it would

be like mandating health plans to pay

adoption costs. The House Health Com-
mittee approved the bill, which would

help Hawaii’s only test-tube baby clinic

stay afloat.

Arthur Liang, state epidemiologist,

faced with increased flu-like cases in Feb-

ruary, warned that children and teenag-

ers should avoid taking aspirin because

of the danger of Reye’s syndrome.

In February, the Supreme Court over-

turned by a 3-2 vote Maui psychologist

Richard Sword’s conviction on his one
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count of Medicaid fraud. A Circuit

Court jury on Maui had convicted Sword
in August 1984 of fraudulently billing

Medicaid $19 for a patient visit. Sword
says the clearing of charges cost him

$50,000 in legal fees and feels that legis-

lation is needed to stem “widespread

abuse of power’’ by the attorney gener-

al’s office.

McDougall Says . . .

(As gleaned from Pat Hunter’s fea-

ture)

“Breast cancer is incurable and 90%
of women who get it will die of it. Radi-

cal surgery is useless and chemotherapy
and radiation ineffective. Early detection

simply finds a cancer sooner and there-

fore the victim only appears to have a

longer survival.’’

Lred Gilbert and Tom Hall maintain

that early detection by mammography
can raise the survival rate as high as

95%.
“McDougall feels that his diet is the

best prevention against breast cancer and
it can slow the progress of the disease

after it has been diagnosed.’’

Gilbert feels there is something to be

said for this opinion. High-fat diet has

been linked with breast cancer. Also, the

diet can lower the level of cholesterol as

well as the number of hormones linked to

cancer. But. . . .

“McDougall maintains osteoporosis is

caused by too much protein and his diet

will prevent it or arrest its progress. All a

woman needs to do to prevent os-

teoporosis, according to McDougall, is to

get moderate exercise and eat his protein-

restricted diet.’’

Dick W'asnich, KMC osteoporosis cen-

ter director, says that McDougall’s ad-

vice on exercise and cutting down on red

meat is common sense, but it’s a mistake

to think that diet change and exercise

alone will prevent or arrest osteoporosis.

Miscellany
It was a muggy Kona weather af-

ternoon on the construction site. Santos,

the boss, left early. Joe whispered to

Manuel: “Hey, the boss left. I think I’ll

cut out early too.’’ When Joe drove

home, he noticed the boss’ car parked

out front. He tiptoed in the back door
and through the key hole could see his

wife entertaining the boss. Joe left qui-

etly and rushed back to the job site.

“Whew!” he said, “I almost got caught

by the boss!” (As related to Claire Loo
Nakatsuka by Dennis Wachi)

Elected, Appointed
and Honored

Last year’s news: Neal Winn was

chosen Hawaii chairman of the American
College of Ob-Gyn for a three-year term.

Ralph Beddow was elected chairman of

the State Board of Health. Robert Nor-

(Continued on page 153)
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This Is My Mana‘o

The meeting of the entire general membership of the HCMS
(sometimes better called the OCMS to indicate it comprises all

of Oahu only) — the meeting once a year at which the president

of the HMA makes his official visitation — drew a “crowd” of

about 35 on Feb. 11 at the Mabel Smyth auditorium. That was
too bad. HCMS has a total membership of 1,387, of which 723

are “active full-pay.”

HCMS President Phil McNamee waxed eloquent in exhorting

his listeners to consider the professional movement, and to

establish a Hawaii branch of, IDA — the Independent Doctors

of America. This movement is to counter the forceful thrust of

government toward the establishment of cost-cutting HMDs,
PPOs, IPAs, etc. that have now encompassed some 20% of the

population on the Mainland.

McNamee pointed out the fact that HMSA has 550,000

subscriber/members — by far the largest piece of the medical

insurance pie in Hawaii — and that more than 90% of these

have Plan IV. He explained that this makes it difficult for other

“discount” entities (physician members of such not only would
have to give up 20% of their income from practice, more or less,

but also lose personal initiative) to enter the field here. Circum-
stances in Hawaii are unique, as compared with those on the

Mainland: There are some 17,000 employers in the state, a state

with a population of barely a million, but only 50 employers
with payrolls larger than 300. This means the persuasive clout of

“large” employers is missing here.

New HMA President Russ Stodd of Maui reported on what
the HMA was up to, with a large emphasis on lobbying at the

Xlllth State Legislature for tort reform. He was supported in

this by the team of Calvin Kam, Charles H. Yamashiro (the

radiotherapist, not Charles K., the Ob-Gyn) and Steve Wallach.

What does your leadership need to do to elicit more partici-

pation and support from the membership of the HCMS?
In these times of serious portent for the future of the profes-

sion, it would seem that the members would demonstrate eager-

ness to come together and to exercise their democratic right to

listen to their leaders, who have worked so hard and selflessly

on the members’ behalf and for their betterment and to give

their leaders encouragement, advice and consent, or to express

their negative opinions.

Is it apathy? Is it complacency? Is it complete faith and trust

in the leadership that explains this phenomenon of non-partici-

pation? Is it that the members are “overeducated” on the issues

via TV, radio, two daily newspapers, the HCMS Governors’

“green” Bulletin, the HMA’s “blue” newsletter, the various

special “Legislative Alerts” and other mailings, or even this

JOURNAL?
HCMS recently sent out a questionnaire to its members asking

them whether they read the Bulletin. Only 205 responded.

(Leadership invariably crows over a response rate of a “huge”
20% !) Only 160 or so said that they always read the Bulletin —
80% of the responders, or a little more than one in 10 of the

membership; one simply must presume that the other 1,182 did

not respond because they never even glanced at the Governors
Bulletin long enough to find the questionnaire!

So it is with most all organizations; physicians are no dif-

ferent. If George does it all, well then . . . LET GEORGE DO
IT!

J.I. Frederick Reppun, MD
Editor

THEARMYNEEDS PHYSICIANS
RART-TIML

TTie Army Reserve offers you an excellent opportunity to serve your country
as a physician and a commissioned officer in the Army Reserve Medical Corps. Your time
commitment is flexible, so it can fit into your busy scnedule. You will work on medical
projects right in your community. In return, you will complement your career by working
and consulting with top physicians during monthly Reserve meetings and medical
conferences. You will enjoy the benefits of officer status, including a non-contributory
retirement annuity when you retire from the Anny Reserve, as well as funded continu-
ing medical education programs. A small investment of your time is all it takes to make
a valuable medical contribution to your community and country. For more informa-
tion, simply call the number below.

ARMY RESERVE. BEALLYOUCAN BE.
AMEDD Personnel Counselor
Tripler Army Medical Center (808) 836-7924

TAMC, Hawaii 96859-5000
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Local. Mainland
or International

Our new cellular mobile phones allow you to call anywhere on Oahu. Or
anywhere in the world. Just as simply as you would from your office or home phone.

You can make appointments. Reschedule a client. Cancel your golf date. Dictate

letters.Without taking your eyes off the road.Without missing a second of downtime
in traffic or searching for a pay phone.

Our new cellular mobile telephone system is revolutionary. Standard business

ijuipment on the Mainland, we’re proud to bring it to Hawaii. With all the

convenience options of a regular business phone including

direct local and long distance dialing and also

hands-free operation.

With Honolulu Cellular Telephone, you’ll get the

cleanest, clearest signal available on Oahu.With your

voice carried by our extensive network of cell

sites, we’ve got you covered.

And at about half the cost of

a conventional mobile telephone,

our new cellular phone is

amazingly affordable. Expert
installation available through us or any
authorized dealer.

It’s business equipment for the

fast lane.

Your phone call is received by the nearest cell site

then routed to the Mobile Telephone Switching Office

at Honolulu Cellular Telephone Company. From there

it travels to the public telephone network for comple-
tion to any local, Mainland or international number.

Immediately and without the assistance of an operator.

Honolulu Cellular
Telephone Company

You can take it with you.

1161 Kapiolani Boulevard, Honolulu, Hawaii 96814 / 545-4755



NEWS & NOTES
(Continued from page 149)

dyke was elected president of the F’acific

Health Research Institute. Richard
Mamiya was elected president of the Ha-
waii Heart Association and David
Fergusson was chosen president-elect.

Paul DeMare is the new president of the

Hawaii Pacific Division of the American

Cancer Society; Drake Will, chairman of

the board. Steven Moser of Wailuku was

named the HMA Physician of the Year.

Re.x Couch, G.N. Wilco.x Hospital

pathologist, passed the exam for

certification in forensic pathology. Ghim
Veoh was named a Fellow of the Ameri-

can College of Radiology. The Hawaii

Society of Neuroradiology was founded
with Michael McCabe as president, Ray-

mond Brust Jr. as vice president, and

Ted Watanabe as secretary.

More Elections, Honors
and Appointments
More Recent News; The Pan Pacific

Surgical Association elected the follow-

ing: W'illiam Yarbrough, chairman;
James Penoff, chairman-elect; Kazuo
Teruya, treasurer; and Raymond
Taniguchi, first VP.
The American Association of Family

Physicians elected Lincoln Luke as presi-

dent; Donald Farrell, president-elect;

Jennifer Frank, secretary; and Lily Ning,

treasurer.

The Blood Bank of Hawaii elected as

new members of its board of trustees

Phillip McNamee, HCMS president, and
Russell Stodd, HMA president. Julia

Frohlich was re-elected president.

The newly founded Hawaii Society of

Physicial Medicine and Rehabilitation

has 12 local members. Bernard Portner is

president; Gary Okamoto, VP; and
Meng Fong Jou, secretary-treasurer. The
Hawaii Dermatological Society elected

Jay Grekin, president; Kim Goh, VP;
and Wayne Fujita, secretary-treasurer.

‘Les’ We Forget

Leslie Vasconcellos retired in 1975 be-

cause of a bad heart, but for his 70th

birthday in December, 150 people includ-

ing 40 babies he had delivered since 1946

showed up at St. Theresa’s Catholic

Church Hall for a surprise birthday party

on the Saturday afternoon when UH
played BYU in football. Fellow physi-

cians Bernard Chun, Varian Sloan, and
Fred Reppun were on hand to pay trib-

ute. Vasconcellos was remembered for

his work on Dec. 7, 1941, as a medical

intern at Queen’s, which led to a picture

of him in Life magazine ... his cam-
paigns as an Army medical officer in the

Marshalls and Marianas ... his role as

chief of staff at St. Francis Hospi-
tal .. . and his service as Hawaii district

governor of Rotary and as commodore
of the Waikiki Yacht Club. As Bud

Smyser says, “Never once in his long

practice was he sued. Today there is al-

most no finer tribute to a physician un-

less it is to have a lot of your cx-patients

turn out to surprise you on your 7()th

birthday.’’ (Vasconcellos also was hon-

ored this February by FIAFP at its an-

nual meeting, for having been its first

president in 1951, ’52 and '53, when it

was organized as HAGP. /Ed.)

Oncology Conference
A 54-year old Oriental woman had a

total hysterectomy 20 years ago and later

had breast prostheses (silastic bags) in-

serted in Japan. A mammogram showed
breast tumors. When removed, the

tumors showed ductal CA with mi-

croscopic calcifications and vascular in-

vasion of the left breast.

Moderator Glenn Kokame asked,

“Are there any reports on the car-

cinogenic potential of silastic im-

plants?’’ Pathologist Grant Stemmerman
was stumped for once; “We have to look

that up.’’ But he added, “It’s interesting

that she had no estrogen stimulation

since the oophorectomy 20 years ago. Is

she obese?’’

Surgeon Roy Iritani was, as usual,

kind. “She was moderately obese. 1 can-

not say whether or not she ever received

any estrogen.’’ Glenn was kinder, “She
was reasonably plump.’’ Stemmy con-

cluded, “Body fat produces estrogen so

it could have been the source.’’

Oncology Dialogue
A 61-year-old Chinese man had

hepatomas removed. Radiologist David
Sakuda described the coeliac angiogram
as “demonstrating two ‘blushing sites’

viz 6 cm- lesions of both the right and
left lobes which were later confirmed at

surgery. Moderator Glenn Kokame had
looked up the latest statistics and in-

toned: “There are 250 million new cases

of hepatoma worldwide each year. In the

U.S., the incidence is five per 100,000

persons, which means Hawaii would
have 50 new cases each year. . . . Kuaki-

ni sees 20 new cases each year. 80% of

the cases are secondary to Hepatitis

B. . . . There can even be mother-to-

fetus transmission. ... A six-year-old

with hepatoma was reported in Japan.’’

Nuclear med man Dick Wasnich re-

ported: “They are beginning to im-

munize newborns of mothers with

hepatitis.’’ Pathologist Grant Stem-
merman added: “Afrotoxins have a syn-

ergistic effect with Hepatitis B. ... In

China, the beer manufactured has a high

afrotoxin content.’’ Glenn repeated his

hepatoma anecdote: “I had two surgeon

friends in Lafayette. One of them, a

cardiac surgeon, pricked his finger doing

surgery on a hepatitis patient. He de-

veloped hepatoma and died within a

year. . . . The other surgeon also pricked

his finger during surgery and died of

hepatoma.’’ Glenn asked, “How about
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limited resection of the tumors?’’ Tom
Weyland said, “Cirrhosis is a limited

factor for resection.’’ Tom turned to

Stemmy and asked, “What’s the anti-

genemia risk when the surface antigen is

negative?’’ Stemmy: “The core antibody
may be positive. . . . We’ve seen some
plucking procedures done in small
tumors using ultrasound scans every six

months. And they’ve done fairly well.’’

Glenn recalled, “We had a case where (a

man’s) mother and sister both died of

hepatoma. . . . (He) decided to have a

checkup and both core and surface anti-

gens were positive. Ultrasound scans

picked up hepatomas.’’

Stemmy questioned whether or not the

hepatitis vaccine was effective. “Four to

5% of people receiving the vaccine show
no increase in core and surface antigen

titres. This is the same incidence as the

carrier state in the general population.

The question is whether or not the vac-

cines prevent hepatitis. The immuniza-
tions may simply reduce the morbidity of

hepatitis when it occurs.’’ Glenn asked,

“What’s the status of monoclonal anti-

bodies?’’ Nuclear med man Dick War-
snick was succinct; “Promising but not

conclusive.’’

Hawaii Society of

Pathologists Meeting
The Tenth Annual Summer Seminars

sponsored by the HSOP were run by

“Godfather’’ Herb Uemura at the Shera-

ton Princeville Hotel on Aug. 23, 24 and

25. The highlights included tennis, golf

tournaments, a banquet and a free break-

fast session with the ASOP president,

who spoke eloquently on DRGs and fed-

eral cutbacks that would have an effect

on pathologists. His message was that the

picture remained dismal, but there is a

silver lining. The regulars who failed to

attend this year missed out on the $45 per

couple room rates at the spanking new
Sheraton Princeville and $21 green fees

at the Princeville golf course. . . .

Prophet of Doom
Carolyne Davis, former administrator

of the Department of Health and Human
Services’ Health Care Financing Admin-
istration, reported at a KWCMC meeting

that in 1985 Medicare paid out $13 mil-

lion an hour, or $2 million an hour more
than in 1984. She predicted drastic

changes in the way doctors are paid to

be, viz; Like the prospective payment
system for hospital care. Medicare Part

A hasn’t gone broke as was predicted a

year or so ago and now should be healthy

until 1989 or even the year 2000, but

Congress is worried about Part B, three-

fourths of which is paid out to doctors.

The doctors may have to accept the Med-
icare allowance as full payment of fees.

Congress may offer incentives to states

enacting tort reform measures to curb

spiraling malpractice suits and judg-

ments.
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Davis, who left HCFA in August, pre-

dicts a surplus of 200,000 physicians by
1995. Other studies have indicated an
excess of 55,000 physicians but her own
estimate takes into account a decrease in

the use of health care services and an
increase in HMOs. “Congressmen have

learned that they can ask health care

providers to stay within a budget and still

provide quality care. Since the federal

government implemented changes in re-

imbursements for the Medicare/Medi-
caid programs, the quality of care has

not decreased,” she says.

AIDS Update

(As of November 1985, per Life Founda-
tion in Hawaii.)

Hawaii has 62 cases. Another 600 per-

sons have Aids Related Complex (ARC),
a preliminary phase of AIDS. Approx-
imately 6,000 others do not have AIDS,
but carry the virus and may transmit it.

At risk are gay and bisexual males and
heterosexuals with multiple sex partners,

intravenous drug users, recipients of cer-

_ tain blood products, sexual partners of

those groups, and infants born of moth-
ers at risk for AIDS.
AIDS can be transmitted through ac-

tivities involving tissue trauma or ex-

change of body fluids or both.

AIDS may not manifest itself until

months or years after exposure.

Symptoms: Persistent fatigue, fever,

shaking chills, night sweats lasting longer

than several weeks; weight loss, (over 10

pounds); lymphadenopathy lasting more
than two weeks; pink to purple, flat or

raised blotches or bumps on or under the

skin, in the mouth, nose, eyelids or rec-

tum; persistent white spots or unusual
mouth blemishes; persistent diarrhea;

persistent dry cough, especially as-

sociated with shortness of breath.

AIDS is preventable. Informed gay
communities across the nation have
changed their behavior pattern, de-

monstrated by an drop in gonorrhea of
80% to 90%.

More AIDS Update
Martin Hirsch, one of the Boston re-

searchers, has reported in the NEJM that

the AIDS virus is rarely found in the

saliva of people infected with the disease

and therefore can’t be passed through
kissing, sneezing or sharing eating

utensils.

Researchers at UCSF report that the

use of condoms helps to prevent the

spread of the AIDS virus. Virologist Jay
Levy said that tests show definitely that

the virus cannot penetrade the condom’s
thin membrane.

Kudos to

Morgan
Pulmonologist Edward Morgan was

elected to Fellowship in the American
College of Physicians.
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Personal Glimpses

Kekuni Blaisdell, professor of medi-

cine at UH, says, “I am a native citizen

of the Hawaiian nation and we have two

main goals — one is to revitalize our

culture, which has almost been complete-

ly devitalized, and the second is to al-

leviate the plight of our nation.”

Blaisdell spoke at a meeting sponsored by

Na Oiwi O Hawai’i, a fledgling Hawaiian

organization that promotes cultural and

social awareness. The “plight” is Hawai-

ians’ short life expectancy and the high-

est mortality rates for heart disease,

cancer, stroke and accidents; as well as

the high incidence of hypertension, dia-

betes, dental caries, suicide and mental

retardation. He points out the strengths

of the Hawaiians in terms of their rever-

ence for the land, their spiritual nature,

their belief in group affiliation and their

affection for children. . . .

Robert Laird, medical director of the

Ironman Triathlon World Cham-
pionship, spoke at the Australian Sports

Medical Federation meeting in November
in Ballarat, Victoria, Australia. Laird

was surprised at the Australian public’s

awareness of the Kona coast. “The Iron-

man has put Kona on the map in Austral-

ia,” Laird says.

Miscellany

Three couples approached the Pearly

Gates. St. Peter asked the first couple:

“Why do you think you should be ad-

mitted?” “Well, we were active in the

Baptist church, I was deacon, etc., etc.”

St. Peter: “According to my records,

your wife is named Penny and both of
you were too interested in money. Step

aside. ...”

The second couple explained that they

were good Christians, members of the

Methodist church, contributed regularly

to charity, etc., etc. St. Peter: “My rec-

ords show that your wife’s name is Sher-

ry and that both of you indulge quite a

bit in alcoholic beverages. Step
aside. ...”

The third couple had been listening to

the dialogue. The husband turned to his

wife: “1 don’t know why you had to be
named Fanny. . . .” (As told by Walter
Quisenberry.)

(As related to Claire Loo Nakatsuka,
our favorite MSD rep.)

A man applied for a job in a clothing

store. The manager pointed to an orange-

yellow-green polka-dot suit: “If you can
sell that, the job is yours.” When the

manager returned from lunch, the job
applicant, with his clothes tattered and
his face and arms scratched terribly, an-

nounced triumphantly, “I sold it! I sold

it!” The manager was astonished.
“Guess the customer offered some sales

resistance, eh?” “Oh, no! The customer
was very happy, but his seeing eye dog
was pissed!” (Kaneohe physician A.L.,
who wishes to remain anonymous.)

Over t;he
Editor’s
Desk

FRED A. PRITCHARD HAS BEEN
APPOINTED PRESIDENT AND
CHIEF EXECUTIVE OFFICER OF
THE QUEEN’S HEALTH SYSTEMS,
which includes The Queen’s Medical
Center, Queen Emma Foundation, and
Queen’s Ventures Inc.

Prior to joining Queen’s, Pritchard

was associated with Multicare Medical
Center of Tacoma, Wash., as its presi-

dent and chief executive officer. Mul-
ticare Medical Center is a consortium of

three Tacoma-area hospitals: Mary
Bridge Children’s Health Center,
Tacoma General Hospital, and The Doc-
tor’s Hospital of Tacoma. The con-

sortium also operates several affiliated

corporations, which include Hospice of

Tacoma, Associated Home Health Serv-

ices, Marquart Adult Day Health Center,

Multicare Enterprises Inc. (operates out-

patient laboratories), Puget Sound Oc-
cupational Health, and Shared Health

Services (detoxification, outpatient, and
counseling facilities relating to drug and
alcohol abuse).

Pritchard is active in state and national

health care organizations. He is the

chairman emeritus of the Association of

Western Hospitals and has served as the

chairman of the Washington State Hos-
pital Association. He is a current mem-
ber of both the American and Western
Hospital Associations.

THE HAWAII SOCIETY OF PHYSI-
CAL MEDICINE AND REHABILI-
TATION HAS BEEN FOUNDED BY 12

LOCAL PHYSICIANS, according to the

founding president. Dr. Bernard M.
Portner.

Other founding officers of the society

are Dr. Gary Okamoto, vice president,

and Dr. Meng Fong Jou, secretary-treas-

urer.

The new organization is affiliated with

the Hawaii Medical Association and the

Honolulu County Medical Society, as

well as represented on the Council of

Societies at the American Academy of

Physical Medicine and Rehabilitation.

The new organization is composed of

physiatrists — doctors who, after finish-

ing medical school, attend a postgraduate

residency program in the Department of

Physical Medicine and Rehabilitation.

During this training, the physiatrist be-

comes expert in the use of physical mo-
dalities (such as therapeutic heat and
cold, traction, manipulation) and the re-

habilitation principles used to treat pa-

tients with chronic or long-term deficits

in order to maximize their function.

The purpose of the society is to ad-

vance knowledge in the field among

(Continued on page 162)
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I LANA WAI

Escape to Nuuanu Valley in this very private, serene setting.

Yours will be the only property nestled between 2 mountain

streams. Modem design home reminiscent of the Northwest.

Entertain those special people by firelight. Over 1 3,000 sq.

ft. of Fee Simple property. 3 Bedroom, 2'/2 bath.

You must treat yourself. $500,000.

Call today. Sharon Chun (RA) 395-8451

in/ kahala hale, inc.
'^747 Kllauea Avenue, Suite 212

wt nni Zl Honolulu, Hawaii 96816
'® (808) 735-7888

BEST OCEANFRONT BGY
$180,000 below appraisal! Modern Mediteranean villa with panoramic
Kokohead & coastline views. Impeccable design & construction, teak

parquet floors, gourmet kitchen/family room, fireplace pool & boat
Launch. $695,000 Fee Simple. Gaylien Hall (R) 373-1525

OGR FINEST WATERFRONT PROPERTIES

Hawaii Kai Marina 4-Bdrm. 3 Bath (L)

Paiko Lagoon 4-Bdrm. Summer St (L) .

Wailupe Oceanfront 4-Bdrm, Pool (FS)

Kahala Estate New, pool, tennis (L)

$289,000

$429,000

$695,000

$3,900,000

Diamond Head Ainamalu Oceanfront (FS) $3,250,000

Kaneohe Bayfront 3-Bdrm. 2 '/, Bath (FS) $369,500

Kaneohe Bayfront ii-Rm Mansion (FS) $549,500

Kaneohe Bayfront New custom home (FS) $589,500

ConLEYDEW
Where Real Estate is an Art.

333 Queen St. • Suite 710 • Honolulu, HI 96813
A Real Estate Corporation

(
808 )

524-2844

NONA MEINEN (R) 395-6155

CLORin ORMRON RS50CIRTES INC.

KUAPA KAI OFFICE KAHALA OFFICE
CENTER #200 CENTER #111
395-7522 732-1414

OLD KAHALA
A Gracious Kamaaina Home recently remodeled,

is included with the purchase of the above pool.

Totally private location (the house is barely visible

from the street); all luxuoriantly landscaped, cool

and peaceful.

Shopp Centre, Suite 126Aina Hama ng

Honolulu 9682 808 373 9869nd HIDrive820 W

70 POIPU DRIVE. Elegant home on a huge lot

with the right Designer touches. All NEW
inside, classy upgrades; 2-family living. VIEWS
all around! This is really “Special.”

Call for an appointment.

$465,000 (L) mis 18956

Offered in fee at $645,000

grid Agsodafcd-CtealbiS^

KOKO KAI

REAL ESTATE
OPPORTUNITIES

CLOSE TO TOWN, YET A WORLD AWAY



SPECTACULAR OCEAN/HARBOR/PARK VIEWS
Do you like a nice secured place w/qualiiy folks as your neighbors? The

convenience of walking to famous ALA MOANA CENTKR and World

Class Restaurants? Cinemas? Beaches?

If you do consider this beautiful well kept spacious 1 bed
,

1 bath in

prestigious VACHT HARBOR TOWERS Priced to sell quickly at

$215,000 owner moved to mainland' Big kitchen, enclosable lanai,

swimming pool' (L) MLS 19373

DOWNTOWN BEALTV - THE BEST IS . , . . HONOLILL TOWER,
a beautiful condominium w/Couniry Club atmosphere En|oy a nice

bubbly jacuzzi in the evening and barbequmg during weekends without

club dues! VA 'FHA 5% down w/current low 9 5°/o interest rates. So

affordable & convenient. Super security & 24 hr stand-by power FS 2

Pking stalls. $ll7,500/otfer.

[]3
SHUBERT PROPERTIES

eiAHOo*

«c 538-3500
1 lae Bishop Streei. Suite 2801 • Honolulu Howoll 068 1

3

WAIALAE VIEW ESTATES
Expand your horizons in this nine year old Fee
Simple home with exquisite ocean view Privacy
and separate entrances on 3 levels. Six bedrooms,
four baths patio, with 4000 sq. ft. under roof.

15,000 sq ft of land- $399,500

Vi Dolman (R)

373-4883 531*6488

d dolman
associates -c

REALTORS

GLORIOUS VIEW — Mountain, oeetut, golf
eoone — K ipectaeolajr upgraded end unit very
private, with large, ceramic tUed lanai — new
kitchen cabinetry, upgraded carpeting — 3
bdmu, Z batha. Lease $259,000

Dick Langley 262-9168

CANAL FRONT
LOVELY TROPICAL YARD - with fish pond
and waterfall, spacious enclosed lanai, 3 bdrm,
2 bath home on guiat street. Lease $156,000.

Shirley Gentry (R) 261-0265

LTD., REALTORS
25 KANEOHE BAY DRIVE
KAILUA, HAWAII 96734
Telephone 254-3521

MALAEKAHANA BEACH RENTAL

WHAT TURNS
\ | /

YOU ON...

Earl Thacker Ltd.
SINCE 1930, a TRADITION in HAWAII'S REAL ESTATE INDUSTRY

PAIKO OCEANFRONT

Rent a luxurious 6 bedroom 4-bath home at Malaekahana Bay
This exquisite estate is one of the most beautiful country
rentals on the North Shore and is perfect for a two-family

vacation The property can sleep up to 16 people and includes
a car, paddle tennis court and outdoor spa overlooking the

ocean. Call for brochure: $1,500 min. per week.

Nancy Bathen (R) 395-4565

HILL & CO.
specialists in tine residential properties

HONOLULU
373-9844

A Kahala Fixer-Upper?

4568 AUKAI AVE.
3 Bdrm., 2 bath.

$295,000 (L)

Old Hawaii Charm and Ocean Breezes?

45 NIUIKI CIRCLE
4 Bdrm., 3 bath. $275,000 FEE

Sparkling New with View?

513 MAONO LOOP (Hawaii Loa Ridge)

3 Bdrm., 2.5 bath. $448,000 FEE

LIGHT UP YOUR LIFE! with

SPENCER/SEWELL REALTY, INC.
975 KapkJIani Blvd (808) 537-551

1

The oceanfront home
with something tor everyone.

This 4 bdrm/3 bath treasure has been completely

rebuilt with the highest attention to quality and de-

signer details. Includes ultra modern kitchen, formal

dining room with wet bar, sunset room, family room,

fireplace and pool. Enjoy magnificent views from the

secluded location. (17885) $735,000 (L)

Vivian Fagan (R) 373-2351

2222 Kalakaua Avenue, Suite 1415, Phone 923-7666

FEE SIMPLE
OCEANFRONT

KAILUA OCEANFRONT $895,000
38,383 s.f. at famous beach. Newer 4Bed home.

LANIKAI OCEANFRONT $949, CMH)
Nearly new home with superb ameniues.

DIAMOND HEAD OCEANFRONT $1,195,000
Home of Hollywood Star. Offered with terms.

OTHER PRIME PROPERTY
FEE SIMPLE HOME AT BLACK POINT

$635,000
An Ossipoff design. New quality constniction.

FEE SIMPLE AT TOP OF WAIALAE IKI
$399,000

New home with sensational views. Cool. 3 Bed.

CANTERBURY PLACE “D” UNIT ....$165,000
5 rooms with 1200 s.f. lowest price in Bldg.

MAKE OFFER
"VIEW or KAHALA COAST LINE 0 OUTED ISLANDS”

Country Retreat
Located in Pupukea, on Oahu's North Shore, this secluded coun-

try estate rests on nearly 9 tropical acres and features a custom
poiehome of natural woods and heavy beams. The floor plan is

flowing and spacious, with a well-designed country kitchen and a

separate dining area offering lovely garden views. Step down into

the sunken living room and game room, both opening to their own
private decks overlooking tropical gardens. The second story has a

full loft for bedroom or study The properly includes a gardener's

residence, playhouse, and 2-car carport.

MAKE OFFER A RARE OPPORTUNITY TO OWN LARGE ACREAGE
IN A VERY PICTIRESQIE PRIVATE NETTING IN HANNAH VET
MINUTES AWAY FROM NCHOOLS. SHOPPING. FINE RESTAl RANTS

4070 BLACK POINT DOAD
Stunningly dramatic home high atop the blulT on prcatigious 5LACK POINT'

breathtaking, sweeping views along Kahala beach to Koko Head with the

outer islands glittering in the distance. Mam house features 3 levels . 2

bedrooms, bath and powder room with expansive living and dining area

plus cozy reading nook leading to a charming kitchen and covered patio

plus a 1 bedroom. I bath separate apartment below 2 Car garage includes

attached studio and protected views everywhere Over 7.000 sq R, of

easy care landscaping with access to great surfing beach May be
purchased with furnishings. Leasehold.

Jean M ..Stark (P) 735 1843
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Membership News
HAFP welcomes these new members:

P. Douglas Nielson, in private practice in

Laie, has transferred to Hawaii from the

Utah chapter; Kenneth Thourson, with

the Waianae Cost Comprehensive Health

Center, comes from Nebraska; both are

Active members. Victor F.S. Chang is a

new Sustaining member.
The following members were re-elected

to three-year terms of Active membership
after completing at least 150 hours of

Academy-approved CME: John Aoki,

Wiliam Clevenger, Don Farrell, Robert

Freeman, Mary Glover, Michael Hase,

Morris Hayes, Milton Howell, Jim Koch,

Patrick Lowry, Lincoln Luke, James
Mitchell, Michael Murray, John New-
man, Lily Ning, Gwen Nishimura, Pa-

trick Walsh, Norman White, and Nathan
Wong. Congratulations to them all!

Annual Meeting ’86

HAFP conducted another successful

Annual Meeting and Seminar in Febru-

ary. The two-day scientific session, deal-

ing with the topics of orthopedics and

rheumatology, was very well attended

and the quality of both speakers and

topics was rated highly by the registrants.

Varian Sloan, a former member of the

AAFP Board of Directors and former

HAFP president, installed the following

members in their new positions: president

(and already elected) — Lincoln Luke;

president-elect — Donald Farrell; secre-

(Continued on page 161)

CLASSIFIED NOTICES
To place a Classified Notice, call Margie at 521-0021.

$3.75 per line -I- 4% state tax. 4 line min., approx. 5

words per line. Payment must accompany order.

OFFICES

KAILUA MEDICAL ARTS BUILDING
ground floor improved office space for

lease. $1.45 gross rent, central
switchboard available. Contact 262-6961.

Kuakini Medical Plaza
Office space to sublease. Terms nego-
tiable. Call 524-5225 or 833-2416 eves.

KAILUA PROFESSIONAL CENTERS
Office spaces for lease, turn key, im-

proved and loft available with 500-1200

sq. ft. Contact 262-7667.

Office space (Aiea) available to share
with Surgeon or Specialist who will also

trade his Downtown to Kaimuki office.

Call 488-6846.

GKona Surf Resort

$3450
/ 7/as‘ /t;.v

/vr/vr.son.

duubk'

(K'cupancy

INCLUDING A NATIONAL
CAR RENTAL AUTOMOBILE ^ ...............

(.Veals, airfare, gasoline, optional coverages, gratuities mm National Car Rental
not included m tour price. C ar use day is J4 hours.)

THE Orchid Express
Room & Car

Isn’t it time for a Kona Holiday?
It's yours now at the beautiful Kona
Surf Resort. Be treated to Orchid

Serc'ice ... a flower lei greeting

. . . orchids in your room . . . and
complimentary afternoon cham-
pagne. There's goif, tennis, e.xciting

water activities, and great dining.

For reservations, see your travel agent or call:

G Kona Surf Resort
& Convention Center

Toll Free from Oahu, or Collect from Kauai, Molokai, Lanai, or Maui

524-7200
Some Restrictions Apply

iiiiitimwm

FRESH NEW ENGLAND
CUISINE

Lunch
11:00 am-2:00 pm

Dinner

5 00-10:00 pm

Champagne Brunch
Saturday & Sunday
10:00 am-2:00 pm

Moonlight Suppers
Thurs, Fri, & Sal

10:00 pm-12:00 pm

Cocktails till Midnight

WINDOWS OF HAWAII
BROILER IN THE SKY

atop the Ala Moana Building

at Ala Moana Center

^941-9138
I

If you do
business in

Hawaii . .

.

and find it valuable to

know who’s suing who
or who’s getting hit with

tax liens, going bank-

rupt, getting incorporat-

ed, selling property, be-

ing dissolved, or getting

promoted

. . . we have
news for you

BUSINESS

For information call 521-0021.
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Aftera nitrate,

add isOPnM
(verapamil HCl/Knoll)

To protectyour patients,aswell astheirqualityof life,

add Isoptin instead ofa beta blocker.

First, Isoptin not only reduces myocardial oxygen demand
by reducing peripheral resistance, but also increases coro-

nary perfusion by preventing coronary vasospasm and

dilating coronary arteries— both normal and stenotic.

These are antianginal actions that no beta blocker

can provide.

Second, Isoptin spares patients the

beta-blocker side effects that may
compromise the quality of life.

With Isoptin, fatigue, bradycardia and mental

depression are rare. Unlike beta blockers,

Isoptin can safely be given to patients with

asthma, COPD, diabetes or peripheral

vascular disease. Serious adverse

reactions with Isoptin are rare

at recommended doses; the

single most common side

effect is constipation (6.3%).

Cardiovascular contra-

indications to the use of

Isoptin are similar to those

of beta blockers: severe

left ventricular dysfunction,

hypotension (systolic pres-

sure <90 mm Hg) or cardio-

genic shock, sick sinus syndrome

(if no artificial pacemaker is present)

and second- or third-degree AV block.

So, the next time a nitrate is not enough, add

Isoptin ... for more comprehensive antianginal

protection without side effects which may
cramp an active life style.

ISOPTIN.Added
antianginal protection

without beta-blocker

side effects.

Please see brief summary on following page



CALENDAR OF ACCREDITED
EVENTS-CATEGORY 1

ISOPTIN
(verapamil HCI/Knoll)

80 mg and 120 mg scored, film-coated tablets

Contraindications: Severe left ventricular dysfunction (see Warnings), hypo-

tension (systolic pressure < 90 mm Hg) or cardiogenic shock, sick sinus syn-

drome (except in patients with a functioning artificial ventricular pacemaker),

2nd- or 3rd-degree AV block. Warnings; ISOPTIN should be avoided in patients

with severe left ventricular dysfunction (e g., ejection fraction < 30% or

moderate to severe symptoms of cardiac failure) and in patients with any
degree of ventricular dysfunction if they are receiving a beta blocker. (See

Precautions.) Patients with milder ventricular dysfunction should, if possible, be
controlled with optimum doses of digitalis and/or diuretics before ISOPTIN is

used. (Note interactions with digoxin under Precautions.) ISOPTIN may occa-

sionally produce hypotension (usually asymptomatic, orthostatic, mild and con-

trolled by decrease in ISOPTIN dose). Elevations of transaminases with and
without concomitant elevations in alkaline phosphatase and bilirubin have been
reported. Such elevations may disappear even with continued treatment; how-
ever, four cases of hepatocellular injury by verapamil have been proven by re-

challenge. Periodic monitoring of liver function is prudent during verapamil

therapy. Patients with atrial flutter or fibrillation and an accessory AV pathway
(e.g, W-P-W or L-G-L syndromes) may develop increased antegrade conduction

across the aberrant pathway bypassing the AV node, producing a very rapid

ventricular response after receiving ISOPTIN (or digitalis). Treatment is usually

D.C. -cardioversion, which has been used safely and effectively after ISOPTIN.

Because of verapamil's effect on AV conduction and the SA node, 1° AV block

and transient bradycardia may occur. High grade block, however, has been
infrequently observed. Marked 1° or progressive 2“ or 3'’ AV block requires a

dosage reduction or, rarely, discontinuation and institution of appropriate

therapy depending upon the clinical situation. Patients with hypertrophic car-

diomyopathy (IHSS) received verapamil in cfoses up to 720 mg/day. It must be
appreciated that this group of patients had a serious disease with a high mor-

tality rate and that most were refractory or intolerant to propranolol. A variety

of serious adverse effects were seen in this group of patients including sinus

bradycardia, 2° AV block, sinus arrest, pulmonary edema and/or severe hypo-

tension. Most adverse effects responded well to dose reduction and only rarely

was verapamil discontinued. Precautions: ISOPTIN should be given cautiously

to patients with impaired hepatic function (in severe dysfunction use about
30% of the normal dose) or impaired renal function, and patients should be
monitored for abnormal prolongation of the PR interval or other signs of exces-

sive pharmacologic effects. Studies in a small number of patients suggest that

concomitant use of ISOPTIN and beta blockers may be beneficial in patients

with chronic stable angina. Combined therapy can also have adverse effects on
cardiac function. Therefore, until further studies are completed, ISOPTIN should

be used alone, if possible. If combined therapy is used, close surveillance of vital

signs and clinical status should be carried out. Combined therapy with ISOPTIN

and propranolol should usually be avoided in patients with AV conduction

abnormalities and/or depressed left ventricular function. Chronic ISOPTIN treat-

ment increases serum digoxin levels by 50% to 70% during the first week of

therapy, which can result in digitalis toxicity. The digoxin dose should be re-

duced when ISOPTIN is given, and the patients should be carefully monitored to

avoid over- or under-digitalization. ISOPTIN may have an additive effect on
lowering blood pressure in patients receiving oral antihypertensive agents,

Disopyramide should not be given within 48 hours before or 24 hours after

ISOPTIN administration. Until further data are obtained, combined ISOPTIN and
quinidine therapy in patients with hypertrophic cardiomyopathy should prob-

ably be avoided, since significant hypotension may result. Clinical experience

with the concomitant use of ISOPTIN and short- and long-acting nitrates sug-

gest beneficial interaction without undesirable drug interactions. Adequate ani-

mal carcinogenicity studies have not been performed. One study in rats did not

suggest a tumorigenic potential, and verapamil was not mutagenic in the Ames
test. Pregnancy Category C: There are no adequate and well-controlled studies

in pregnant women. This drug should be used during pregnancy, labor and
delivery only if clearly needed. It is not known whether verapamil is excreted in

breast milk; therefore, nursing should be discontinued during ISOPTIN use.

Adverse Reactions; Hypotension (2.9%), peripheral edema (1,7%), AV block:

3rd degree (0.8%), bradycardia: HR < 50/min (1,1%), CHF or pulmonary
edema (0.9%), dizziness (3.6%), headache (1.8%), fatigue (1.1%), constipa-

tion (6.3%), nausea (1.6%), elevations of liver enzymes have been reported.

(See Warnings.) The following reactions, reported in less than 0.5%, occurred

under circumstances where a causal relationship is not certain: ecchymosis,

bruising, gynecomastia, psychotic symptoms, confusion, paresthesia, insomnia,

somnolence, equilibrium disorder, blurred vision, syncope, muscle cramp, shaki-

ness, claudication, hair loss, macules, spotty menstruation. How Supplied:
ISOPTIN (verapamil HCI) is supplied in round, scored, film-coated tablets con-

taining either 80 mg or 120 mg of verapamil hydrochloride and embossed with

"ISOPTIN 80" or "ISOPTIN 120" on one side and with "KNOLL" on the reverse

side. Revised August, 1984. 2385

O. KNOLL PHARMACEUTICAL COMPANY
knoll 30 NORTH JEFFERSON ROAD, WHIPPANY, NEW JERSEY 07981

2406

Continuing
Medical
Education

Accredited Programs of CME allow one unit of AMA credit for

each hour of instruction excluding all “breaks.” Some programs
also are accredited for AAFP prescribed credit.

LOCAL ACCREDITED PROGRAMS
ONGOING

For a complete list of ongoing programs, please refer to the

March 1986 issue of the HAWAII MEDICAL JOURNAL. Fur-

ther information is available through the individual institutions

or through the HMA’s CME Department.

SPECIAL EVENTS
All special events should be confirmed with the CME program
sponsors, as cancellations are not necessarily reported to the

HAWAII MEDICAL JOURNAL.

May 25-

June 8,

1986

Acupuncture Research Update, co-sponsored by

the School of Public Health, Dr. Julia Tsuei,

MD, 1380 Lusitana St., Suite 512, Honolulu

96813, (808) 536-2188. Location: Several cities in

China.

June 7-14,

1986

Emergency Medicine Conference, Dr. Gayl

Anderson, MD, director. Department of Emerg-
ency Medicine LAC-USC Medical Center, Los

Angeles, Calif. 90033, (213) 226-6667. Location:

Waiohai.

July 7-12,

1986

XVIII International Congress of Pediatrics,

American Academy of Pediatrics, 141 Northwest

Point Rd., P.O. Box 927, Elk Grove Village, 111.

60007, (312) 228-5005. Location: Honolulu.

July 13-16,

1986

Allergy and Clinical Immunology for Primary

Care Physicians, Dr. R. Michael Sly, MD, Chil-

dren’s Hospital National Medical Center, 111

Michigan Ave. N.W., Washington, D.C. Loca-

tion: Hilton Hawaiian Village.

Aug. 1-6,

1986

Presymposium Workshop, (in association with

Aug. 10-15 Symposium), Southern California

Neuropsychiatric Institute, Stacey W. Grace, as-

sociate program director, 6794 La Jolla Blvd.,

La Jolla, Calif. 92037. Location: Stouffer’s Wai-

lea Beach Resort, Maui.

Sept. 15-18,

1986

The Asia-Pacific Refractive Surgery Seminar,

Dr. Gilbert Yamamoto, Ophthalmology Divi-

sion, Suite 401, 321 North Kuakini St., Honolulu

96817, (808) 531-5993. Location: Kyoto, Japan.

Oct. 18-25,

1986

Operative Arthroscopy, Janet Frank, assistant

director. Continuing Education in Health Sci-

ences, UCLA Extension, 10995 Le Conte Ave.,

Room 614, Los Angeles, Calif. 90024, (213)

825-8423. Location: Maui.

Oct. 20-24,

1986

New Approaches to the Evaluation of Neoplastic

Lymphoproliferative Disorders, co-sponsored

with the University of Southern California, Dr.

John Parker, professor and co-chairman. De-

partment of Pathology, University of Southern

California School of Medicine, 2025 Zonal Ave.,

Los Angeles, Calif. 90033, (213) 224-7121. Loca-

tion: Maui.
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HAFP
(Continued from page 157)

tary — Jennifer Frank; treasurer — Lily

Ning; delegate — Lily Ning; alternate

delegates — Bernard Chun and Nathan
Wong; councilors through 1988 — John
Aoki, Paul Esaki, and Fred Reppun;
councilor through 1987 — Sandra Penn;

councilor through 1986 — Kenneth
Steinweg.

Fred Reppun in his inimitable style

then presented special awards to two
longtime members of the Academy: Les

Vasconcellos, who served as the Hawaii

chapter’s first president in 1951, 1952

and 1953, and James Fleming, who has

been in practice for more than 50 years.

The presentations traced both physicians’

lives from their earliest years, touched on
their professional as well as private

achievements, and honored them for

their dedication to medicine in general

and family practice in particular. The
evening closed with a performance by

one of Hawaii’s foremost barbershop

quartets, the “Tiki Tones.’’

Health and Fitness Fair

HAFP embarked on a true “adven-
ture” in January by participating in the

1986 Health and Fitness Fair at the Neal

Blaisdell Exhibition Hall. We felt some-
what like “Daniel in the Lion’s Den,”
surrounded as we were by exhibits

proclaiming the almost miraculous prop-

erties of garlic, producing photographs
of one’s spiritual “aura” or cellophane

wrap weight-reduction, to name a few!

Here we were trying to educate people

about sensible health habits, encouraging

them to have blood pressure checks and
explaining what family practice is all

about — how dull! In all fairness, there

were some excellent exhibits sponsored

by the major hospitals and responsible

medical organizations, but they were
vastly outnumbered by the questionable

and outrageous ones. How about “Ge-
netic Research” involving “Sublingual

Amino Acids”!?

It was an eye-opening experience if

nothing else. We did speak to people who
were interested in their health and per-

haps made a few points. The question is:

What about next year? Do we not partic-

ipate again because we do not want to be

associated with an undertaking such as

this or do we want to provide a small

voice in the wilderness? At its last meet-

ing, the Executive Council debated this

issue and as it stands now, the answer is

NO! But perhaps as you read this, you
may feel differently. Please let us hear

from you! In the meantime, we would
like to thank those intrepid souls who
helped to man the HAFP booth: John
Aoki, Bernard Chun, Don Farrell, Jen-

nifer Frank, Bob Hollison, Lloyd
Kobayashi, Howman Lam, Lincoln
Luke, Steve Mohlie, Lily Ning, Gwen
Nishimura, Fred Reppun, Ken Steinweg,

and Nathan Wong.

r

Medical Assistants

Registered Nurses
Kahu Malama Nurses, Inc. is a medical temporary agency
employing experienced personnel for on-call assignment to

hospitals, medical offices, and private patients.

• By the hour-day-week-month.

• Completely screened and selected to fit your special needs.

• Orientation, Continuity and Guaranteed Satisfaction.

We are fully responsible for bonding, insurance, taxes, payroll

and employee benefits.

526-3761

Kahu Malama Nurses, Inc.

680 Ala Moana Blvd., Suite 412
Honolulu, Hawaii 96813

See Our Yellow Pages Ad under Nurses

HEARING LOSS?
With five offices statewide, you can count on our staff to provide

competent professional service to your hearing impaired patients.

We are the one you have trusted for the past 20 years. Our 30 day

home trial is your assurance of patient satisfaction.

Honolulu Maui Kona Hilo Kauai
436 Piikoi 1325 Lower Main St. 75-6082 Alii Dr. 41 Laimana St. Rice Shopping Center

537-2137 Waiiuku 244-3966 329-1351 961-9644 Lihue 245-2951

"We Care About You”

(Magflomer]

WHY DID IT TAKE ONE HOUR
FOR YOUR SECRETARY TO RETRIEVE
THE 1984 PAYROLL RECORDS?

Are inactive files crowding you out of your office? Maybe it's time you thought about

a records management program. Sound expensive? It’s notl We'll show you how you

can actually save by using Mayflower's low cost records management program. We
provide security and protection lor vital records. We provide accessibility and release

premium office space lor better use. Ask about our secured air conditioned spaces

lor magnetic tape or other sensitive storage needs.

For your free estimate call:

TRANSPACIFIC-MAYFLOWER
1930 Aulid SI. Crating • Packing

847-1102 storage • Moving

PUC B7-C ICC 0MC-!934
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Tax-free plus! Call today!

HAWAIIAN
TAX-FREE TRUST

A mutual fund for Hawaii residents investing in tax-exempt

municipal obligations providing income tax-free from State of

Hawaii and Federal income taxes.*

PLUS
• Strong Stability of Capital** - through continuous portfolio

supervision with diversification, varying maturities, and select

quality

• Low Initial Investment - $1,000; no minimum for additional

investments

• Income Compounding - through automatic dividend reinvestment

• Daily Liquidity - at the then current net asset value, by

telephone or mail; no penalties or redemption fees

• Frequent Statements and Reports - with every investment,

withdrawal and dividend reinvestment, plus annual audit

FOR INFORMATION

Contact Your Local Investment Broker
OR CALL

1 -800-228-4227
TOLL-FREE EROM HAWAII 7 DAYS A WEEK, 24 HOURS A DAY

Aquila Distributors, Inc., 200 Park Avenue, New York, NY 10017

You will be sent free descriptive material and a prospectus containing more

complete information including management fees and expenses

Read carefully before you invest or send money.

INVESTMENT ADVISOR

Hawaiian Trust Company, Ltd.

•Under certain circumstances, some income may be subject to State and Federal Tax.

••Share net asset value is not fixed and varies with interest rate fluctuations.

DOCTORS!
WE DELIVER . . . EVERYWHERE

24 hours a day. Charge accounts available.

955-2211

Charley^s Haxi
Established 1939

Taxi

Cab Courier

HandiRide

Share A Fare

Limousine

Over The Editor’s Desk

(Continued from page 154)

physiatrists in Hawaii, to help educate

non-physiatric colleagues about the prop-

er use of physical modalities and rehabili-

tation techniques, and to educate the

community as to the proper use of these

treatments.

Special interests of the local group in-

clude such issues as workers’ compensa-
tion, aging, rehabilitation of the severely

disabled, orthopedic and sports medi-

cine, stroke and head injury rehabili-

tation, chronic pain, and electrodiagnosis.

The organization will meet on a quarterly

basis; headquarters are the Hawaii Medical

Association, 320 Ward Ave.

WILLIAM G. DAVIS, MD, HAS BEEN
ELECTED TO A SECOND TERM AS
PRESIDENT of the Medical Executive

Committee of the Rehabilitation Hospi-

tal of the Pacific. The election was con-

ducted at the committee’s annual meeting

recently. Jordan S. Popper, MD, was
also elected to a second term as vice

president.

FEWER TRAFFIC DEATHS WERE
REPORTED IN STATES WITH SAFE-
TY BELT USE LAWS LAST YEAR.
The lives of more than 400 motorists

have been saved in states with safety belt

use laws in effect, countering a na-

tionwide trend toward higher traffic

death rates in 1985, according to figures

released by state agencies in New York,

New Jersey, Michigan, and Illinois.

New York and Michigan reported that

28% fewer drivers and passengers have

died since laws in each of those states

have been in effect — Jan. 1, 1985, in

New York, and July 1, 1985, in Michi-

gan.

In Illlinois, where the law has been in

effect since July 1, 1985, but has been

enforced only since Aug. 1, the number
of vehicle occupants killed in traffic acci-

dents has drooped 27.9% in August and

September compared with the same two

months in 1984. And New Jersey re-

ported a 13% decline in traffic fatalities

in the first four months that the state’s

law was in effect.

CHAMPUS CLARIFIES RULES ON
MARRIAGE AND FAMILY COUN-
SELORS, EFFECTIVE FEB. 1, 1986.

CHAMPUS does not disapprove of mar-

riage and family counseling, since it may
be helpful to military families. However,

CHAMPUS rules have always required

that only psychotherapy that is medically

or psychologically necessary to treat a

diagnosed mental condition be covered.

CHAMPUS rules continue to require

that a physician must initially refer pa-

tients for all psychotherapy involving

marriage and family counselors, and

must supervise the treatment. This means

that the physician must actually see the

patient and make an initial diagnosis de-

scribing a CHAMPUS-covered psy-

chiatric disorder before referral.
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Ifyour patient

needs surgery,

consider the
outpatient
alternative.

\bur patients aren’t the only ones who benefit

from ambulatory surger).

^'ou too can enjoy the convenience of easy sched-

uling and less administrative red tape when you per-

form elective procedures in an outpatient setting.

NX'hen you choose a lower cost setting for ambu-
lators surgery, your surgical reimbursement re-

mains unaffected while you help your patient

avoid unnecessary hospitiil bills. Also, by saving

hospitiil beds for patients who really need them,

heiilth care costs are contained for everyone.

HMSA guarantees maximum heidth plan cover-

age for outpatient services at participating surgery

centers and in your own office.

(adl HMSA’s Profession;d Relations staff for more
information on outpatient surgery.

HMSA
Professional
Relations
Department
Oahu: 9411 - 2.^00

Maui: 8''1-629S

Kauai: 245-.lS9.^

Hawaii: 9.^5-5441 (Hilo)
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At today’s low rates,

there’s no easierway to

write yourselfa loan.

First Hawaiian Bank offers you two great lines of credit,

both with new, lower rates.

With our Personal FirstLine of Credit, once you’ve

applied and qualified, whenever you need money, you just

write yourself a check. Use FirstLine for vacations, taxes,

home improvements, tuition, investments, or whatever.

Choose either a fixed rate or a variable rate, whichever is

lower. Your minimum line of $10,000 is secured by your

equity in real estate.

If you have a portfolio of listed securities, you may prefer

to use those for our Investor’s FirstLine— for a minimum

$30,000 line of credit. See a loan representative at

any branch and find out which FirstLine is right for you.

FirstLine of Credit. It’s the most convenient way to

borrow. And with our low rates, it’s the best way.
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Before prescribing, please consult complete product Informa-

tion, a summary of which tollows:

Indicotions: Relief of moderate to severe depression associated

with moderate to severe anxiety.

Conlroindicdtions: Known hypersensitivity to benzodiazepines

or tricyclic antidepressants Do not use with monoamine oxi-

dase (MAO) inhibitors or within 14 days following discontinua-

tion of MAO inhibitors since hyperpyretic crises, severe convul-

sions and deaths have occurred with concomitant use, then

initiate cautiously gradually increasing dosage until optimal

response is achieved Contraindicated during acute recovery

phase tollowing myocardial infarction

Warnings: Use with great core in patients with history ot urinary

retention or angle-closure glaucoma Severe constipation may
occur in patients taking tricyclic antidepressants and anticholin-

ergic-type drugs Closely supervise cardiovascular patients

(Arrhythmias, sinus tachycardia and prolongation of conduc-

tion time reported with use of tricyclic antidepressants, espe-

cially high doses Myocardial infarction and stroke reported

with use of this class of drugs ) Caution patients about possi-

ble combined effects with alcohol and other CNS depressants

and against hazardous occupations requiring complete mental

alertness (e g

.

operating machinery, driving)

Usage m Pregnancy: Use of minor tranquilizers

during the first tnmester should almost olwoys be

ovoided because of Increased nsk of congenital

molformatlons as suggested In several studies.

Consider possibility of pregnancy when Insfifuting

therapy, advise potients to discuss therapy It they

intend to or do become pregnant

Since physical and psychological dependence to chlordiaz-

epoxide have been reported rarely use caution in administer-

ing Limbitrol to oddiction-prone individuals or those who might

increase dosage, withdrawal symptoms following discontinua-

tion ot either component alone have been reported (nausea,

headache and malaise for amifnptyline, symptoms [including

convulsions] similar to those of barbiturote withdrawal tor

chlordiazepoxide).

Precautions: Use with caution in patients with o history of

seizures, in hyperthyroid patients or those on thyroid medico-

tlon, and in patients with impaired renal or hepatic function

Because of the possibility of suicide in depressed patients, do
not permit easy access to large quantities in these potients

Periodic liver function tests and blood counts are recom-

mended during prolonged treatment Amitriptyline component
may block action of guanethidine or similar ontihypertensives

When tricyclic antidepressants are used concomitantly with

cimetidine (Tagamet), clinically significant effects hove been

reported involving delayed elimination and increasing steady

state concentrations ot the tricyclic drugs Concomitant use of

Limbitrol with other psychotropic drugs has not been evaluated,

sedative effects may be additive Discontinue several days
before surgery Limit concomitant administration ot ECT to

essential treatment See Warnings tor precautions about preg-

nancy Limbitrol should not be taken during the nursing period

Not recommended in children under 12 In the elderly and
debilitated, limit to smallest effective dosage to preclude otoxia,

oversedation, confusion or anticholinergic effects

Adverse Reactions: Most frequently reported are those associ-
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constipolion, blurred vision, dizziness and bloating. Less fre-

quently occurring reactions include vivid dreams, impotence,

tremor, confusion and nasal congestion Many depressive
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ness and lethargy have been reported as side effects ot both

Limbitrol and amitriptyline Granulocytopenia, jaundice and
hepatic dysfunction have been observed rarely

The tollowing list includes odverse reactions not reported with

Limbitrol but requiring consideration because they have been

reported with one or both components or closely related drugs

Corcliovosculor Hypotension, hypertension, tachycardia, palpi-

tations, myocardial infarction, arrhythmias, heart block, stroke

Psychiatric Euphoria, apprehension, poor concentration, delu-

sions, hallucinations, hypomonio and increased or decreased

libido

Neurologic Incoordination, ataxia, numbness, tingling and
paresthesias ot the extremities, extrapyramidal symptoms, syn-

cope, changes in EEG patterns

Anticholinergic Disturbance of accommodation, paralytic ileus,

urinary retention, dilatation of urinary tract

Allergic Skin rash, urticoria, photosensitization, edema of face

and tongue, pruritus

Hematologic Bone marrow depression including agranulo-

cytosis, eosinophilia, purpura, thrombocytopenia.

Gastrointestinal Nausea, epigastric distress, vomiting, on-

orexia, stomatitis, peculiar taste, diarrhea, black tongue

Endocrine. Testicular swelling and gynecomastia in the male,

breast enlargement, galactorrhea and minor menstrual irregu-

larities in the female, elevation and lowering of blood sugar

levels, and syndrome of inappropriate ADH (antidiuret'c hor-

mone) secretion

Other Headache, weight gam or loss, increased perspiration,

urinary frequency mydriasis, jaundice, alopecia, parotid

swelling

Overdosoge: Immediately hospitalize patient suspected of hav-

ing taken an overdose Treatment is symptomatic ond suppor-

tive I V administration of 1 to 3 mg physostigmine salicylate

has been reported to reverse the symptoms of amitriptyline poi-

soning See complete product information for manifestation

and treatment

Dosage: Individualize according to symptom severity and
patient response Reduce to smallest effective dosage when
satisfactory response is obtained Larger portion of daily dose
may be taken at bedtime Single h s dose may suffice lor

some patients Lower dosages are recommended for the

elderly
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FROM
THE

PRESIDENT
RusseEi T. Stodd, MD

Succeed by Placing Patients First

It was my pleasure as president of the Hawaii Medical As-

sociation to attend the recent leadership conference sponsored

by the American Medical Association in Chicago. As usual, it

was well planned, to the point, and provided more material than

one could absorb in the time allowed.

Many of the sessions, both plenary and breakout, involved

the changes in financial strategy to provide medical care, that

mechanisms are diverse, extending from the closed-panel type of

HMO such as provided by Kaiser Permanente, to the statewide

PPO that is being sponsored by the Medical Association of

Georgia. The similarity generates around a contract with the

client buying a medical package. The method of physician

reimbursement is quite variable, and might be fee-for-service

billed to the contract (usually based on a discounted schedule),

or an agreed-upon salary, or a capitation plan relating to the

number of enrollees in one’s care. All schemes describe a loss of

freedom, in varying degree, for both patient and physician. The
attraction is great for the purchasers of services (General Mo-
tors, Sears, IBM, etc.) because they can negotiate an annual

contract based upon capitation. Hence the statement by that

great American patriot, Lee lacocca, while sucking at the

massive federal mammaries and trumpeting free enterprise, “We
must break the back of the fee-for-service doctor.” One won-

ders how he selects his physician.

A more pleasant presentation was by Robert Waterman,

author and business consultant. He spoke kindly of his respect

and admiration for physicians, but described in detail our

“internalization.” Too often, the patient and the public seem

outside of our dedicated interests. His thesis was that we lose

sight of the patient, fail to listen and respond to criticism, make
excuses or just ignore a lack of quality in our work, and react to

change with fear and loathing rather than viewing it as an

opportunity. He told in painful detail his experience at “a local

Honolulu hospital” when his wife was injured while vacationing

here; the waiting in the emergency room, the preoccupation with

forms and information, the X-rays which were lost and had to

be repeated, the nurse who tried to give his wife someone else’s

medicine, the lack of communication between doctor and nurs-

es, the failure to coordinate activities with shift changes. He did

not wish to fault “the hospital,” but only wanted to describe the

careless habits that result when one fails to attend to quality.

The changes in medicine weigh heavily upon us — with

professional liability, trend toward group practice, alterations in

reimbursement, and the pressures of increased competition.

However, the formula for success remains the same no matter

the locale, the reimbursement system, or other superficial vari-

ables. All speakers agreed that the physician who abidingly

places his/her patients first and performs to the best of ability

will be professionally successful despite the hucksters in our own
camp, HCFA, Lee lacocca, and the baying bloodhounds of

business. Ignore the panicky rhetoric, forget the protective

devices designed to enslave you, let them stampede the cattle

through the Vatican. As caring, intelligent, independent-minded

doctors, we shall prevail.

RUSSELL T. STODD, MD
HMA President

HMA/HCMS Salutes

Outstanding Young Scientists
Congratulations to 40 local intermediate and high school

students receiving certificates and cash awards at the 29th

Annual Hawaiian Science and Engineering Fair. Held April 10

at the Neal Blaisdell Center, this extravaganza featured 448
research projects and displays. Projects included an incredible

variety of scientific investigations . . . everything, and anything,
from “What is the Effect of Caffeine on Cockroaches?” to “In
vitro Situation of Macrophage Superoxide Anion and Hydrogen
Peroxide Formation by Ciguatoxin and Black Tree Fungus.”
Mahalo to HMA/HCMS judges Judith Ramseyer, MD;
Ronald Lee, MD; John Spangler, MD; John McDonnell, MD
and awards presenters Walter W.Y. Chang, MD and George
Starbuck, MD, for the many hours spent representing

HMA/HCMS at the fair.

Presenting awards for the Hawaii Medical Association, Presi-

dent-elect Walter W.Y. Chang, MD, congratulated students on
the variety and complexity of their scientific investigations.

George Starbuck, MD, representing the Honolulu County
Medical Society encouraged young people to pursue careers

in medicine, saying that they were the future of health care in

Hawaii.

Forty young people from throughout Hawaii were recognized

by HMA/HCMS for outstanding research in health and medi-

cine at the 29th Annual Hawaiian Science and Engineering

Fair.
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Editorials

Obstetrics on Molokai

Primarily the result of the “deep pocket” provision in the

law, which the 13th State Legislature may or may not change as

of this writing (4/14/86), the physicians — all generalists —
of the Molokai Clinic are precluded from delivering babies at

Molokai Community Hospital. The hospital’s board of trustees

has mandated that the physicians carry medical malpractice

insurance coverage, which currently costs some $22,000 a year

for each doctor. The five of them cannot afford this, in view of

the rate of newborns arriving — and most of them born of

clients of DSSH — per annum (75-85 births).

The result is that the hospital has been hiring a midwife and

paying her insurance premium. Supervision is effected through

the Lfniversity of Hawaii School of Medicine via hospital-hired

“emergency physicians” and one surgeon employee.

There is nothing to prevent Molokai Community Hospital from

hiring an obstetrician/gynecologist, except the economics of it.

The result is that a certain triage must be exercised. Low-risk

expectancies are accepted; high-risk cases must go to Honolulu

to await delivery. In general, this has been working, and perhaps

it will continue — until the first tragedy occurs to either the

baby or mother, or both (things can go wrong mighty quickly

in OB!). Then of course there’s the additional cost of transpor-

tation and housing, the time spent in false alarms, etc.

However, it is true that right here on Oahu the primary and

secondary hospitals that take in maternity cases — such as

Kahuku, Castle and Wahiawa — their attendings are en-

couraged to divert or forward high-risk cases to the tertiary

center: Kapiolani Women’s and Children’s Medical Center, with

the fetus still in utero, if possible. So, Molokai is a little

different only in terms of time, distance, convenience to patients

and their families, and transportation by air-ambulance. This

adds up the expenses of having a baby.

The April 11 issue of the Journal of the American Medical

Association contains a pertinent article with a mid-America
locale; we reprint herewith excerpts from an American Medical

Association news release.

“SURVIVAL OF SMALL HOSPITAL MATERNITY
SERVICES THREATENED, Chicago — Rural hospitals that

offer maternity services face financial pressures that threaten to

close their doors, despite the fact that many of these hospitals

provide a vital link in the perinatal health care system, according

to a report in the April 11 issue of the Journal of the American
Medical Association.

“Small community hospitals each having fewer than 500

deliveries annually are currently the site of approximately 37

percent of hospital births in the state of Iowa, observes Herman
A. Hein, MD, University Hospitals, Iowa City. Neonatal mor-
tality rates for these hospitals are comparable with those for

larger hospitals handling cases of equal risk, Hein says. Also

comparable are incidence and survival of very low birth weight

infants, occurrence of neonatal deaths relative to the total birth

population, and incidence of neonatal morbidity.

“By accepting mostly low-risk births and by stabilizing high-

er-risk newborns for transport to larger hospitals, small materni-

ty services are both efficient and cost-effective, suggests Hein.

‘Because these hospitals provide valuable services in Iowa’s

perinatal care system, their closure may seriously compromise
perinatal health care for rural lowans.’

“While not all small rural maternity services are necessary,

they do provide the benefit of the social, psychological and
family support of the local community and avoid prolonged

hasty travel at the onset of labor, observes Luella Klein, MD, of

Emory University School of Medicine, Atlanta. But to survive,

small hospitals must be able to provide safe delivery for the

mother and resuscitation and stabilization for the newborn. This

means availability of certain emergency resources and access to

172

larger hospitals with neonatal intensive care units. In addition to

the financial constraints on individual hospitals, cuts in' federal

funding are seriously threatening this system of regionalized

perinatal care.”

J.I. Frederick Reppun, MD

It’s Un-American — Doctors’

Healthful Tips Limit Their Work Volume
The American Medical Association’s recent vote to press for a

federal law outlawing tobacco advertising certainly seems “un-
American” to me. It may also be unconstitutional, but since

“The American Way” is to promote more business for your
members, it is certainly “un-American.”

It is estimated that 50 percent of all cancers are directly

related to smoking cigarettes and that 15 to 20 percent of visits

to doctors’ offices are from illnesses due to smoking. (Is it “un-

American” for doctors to try to put themselves out of busi-

ness?)

But that has been medicine’s way for the last hundred years.

It started with tuberculosis. Medicine was so successful in

finding a cure that hundreds of TB sanatoriums had to close for

lack of patients!

Then it was diphtheria and whooping cough, which are rarely

seen now. Millions of lives have been saved but pediatricians

have lost all those patients!

Smallpox, malaria and plague, the big killers from history,

have been tamed. In fact, doctors and the health organizations

of the world have eliminated smallpox from the face of the

Earth.

And polio! I remember as a child the fear of drinking from a

public drinking fountain — the iron lung for sure! Hospitals

were filled with children and young adults with polio. Or-

thopedic surgeons did thousands of operations a year in correct-

ing the deformities left by the disease. Then medicine went and
discovered polio vaccine and lost all that business. Un-Ameri-
can!

And medicine is still at it. The other night, I saw a TV ad paid

for by the Emergency Physicians Association. It was showing

the dangers of drinking and driving. The ER docs sure lost

business with that ad!

Doctors instruct their patients how to eat better diets and

exercise more in order to decrease their risks of heart attacks.

Isn’t this bad business practice?

Hundreds of millions of dollars are spent each year on

medical research, not to find more patients, but to find the cure

for cancer, AIDS, arteriosclerosis and other diseases. It certainly

seems that medicine is trying to put itself out of business.

Think what would happen if other businesses followed medi-

cine’s example. Airlines would advertise for you to stay home
and enjoy your savings. McDonald’s would teach cooking.

Nissan would tell you how to make your ’80 Datsun look like

new for another five years, and lawyers would use their TV ads

to encourage you to shake hands and solve your problems on a

friendly basis. All “un-American!”
Medicine may be the most “un-American” of all the business-

es, but it is the greatest of all the professions, and Fm proud to

be one of its members.
John Withers, MD

Guest Editor

Hospice

Hospice is a concept of medical care whose time has come. It

is really nothing very new, having been started at St.

Christopher’s in London, England, in 1967, and in the United

States in 1974.

The following is a quote from the American Medical Associa-

tion issued early in 1985:

“HOSPICE—special services for terminally ill patients

and their families emphasizing pain and symptom man-

(Continued on page 194)
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. . . forewarned is forearmed

Modern Health Hazards in Hawaii

Harry L. Arnold Jr., MD*

Hawaii is a notably healthy place to live in, or to visit. The weather is mild,
stable and salubrious, almost never colder than 70 degrees (21 degrees Celsius)
in the daytime at sea level, or warmer than 90 degrees (32 degrees Celsius);
rarely drier than 50 percent relative humidity and never more humid than 65
percent except when morning dew is forming, or during “kona” spells —
when the almost constant northeast trade winds fail for a few days.

Since Mount St. Helens erupted upon Seattle, Honolulu has been the only
city in the U.S. which fully meets federal clear air standards.

Typhoons and tornadoes are very rare. There is no real “rainy season,
”

though generalized rainfall is much more common in the winter months.

Pure mountain stream water is plen-

tiful in every island community. It is

perfectly safe to drink everywhere. Its

only shortcoming; Not enough fluoride.

Tooth decay is rampant.

Water in the mountain streams is not

to be trusted near the shore, but it is safe

in the mountains themselves. Ocean wa-
ter is safe throughout the islands, for

swimming, mostly.

Hawaii has no endemic diseases of any
major importance, apart from these:

There is a very limited amount of
endemic typhus fever, spread by rat

fleas. Rats in a few areas, chiefly around
Hilo, also carry the leptospira that cause
Weil’s disease (leptospirosis). Rats also

carry the organism of bubonic plague,

but the disease was last found here in rats

in 1957, and the last human case was
diagnosed in 1949. Rabies does not occur
here. There is not reservoir of malaria or

sleeping sickness.

Tuberculosis continues at a high in-

cidence in Hawaii: More than 300 new
cases are diagnosed almost every year,

nearly one-third of them Hawaiian-born.
Nearly two-thirds are brought in from
the Philippines. Ten to 20 deaths annual-
ly are attributed to tuberculosis in a pop-
ulation of nearly one million.

Salmonellosis — a bacterial intestinal

infection almost always acquired from
food — is also mysteriously common in

Hawaii, with 500 to 600 cases annually.

Perhaps year-round warmth and mois-
ture contribute to its frequency.

Trichinosis is at least as common in

Hawaii as it is elsewhere in the world,
and our sometimes rather casually
cooked wild boar is almost as common a

source as are our domesticated pigs. But
insufficiently cooked pork is unsafe, of
course, the world around.

* Editor Emeritus, HAWAII MEDICAL JOURNAL

Finally, viral hepatitis has surfaced in

Hawaii, as elsewhere, its spread greatly

enhanced by inadequate sanitation in the

communes of the counterculture in the

late ’60s. The state Health Department is

constantly vigilant against this threat to

communal health.

Several common non-infectious North
American health hazards — snakes,

bears, mountain lions, poison ivy, and
ragweed, for instance — are unknown in

Hawaii.

Marine Hazards

The ocean in which Hawaii lies is one
of our great attractions, of course, and
visitors, even more than residents, spend
a lot of time in it and on its beaches.

There are some health risks directly as-

sociated with the sea.

Sun. Hawaii’s sunshine is perhaps the

most intense in the United States. Las
Vegas’ sun is five units stronger than that

in Palm Springs or West Texas; Hawaii’s
is five units stronger than that of Las
Vegas. Your Weston photometer really

does read over 10 — it’s not broken!
And, you will get a bad burn here in half

the time it might take in more northerly

latitudes.

Take a small dose of sunlight the first

day, and increase it slowly; remember
that haze or light clouds don’t protect

you; don’t fall asleep in the sun and if

you’re pretty pale, use a sunscreen that

prevents burning but permits tanning.

The label will tell you which ones offer

such protection. Pre-sun, Eclipse, uval,

Sol-Bar, Sundown, Super shade, and
Tanya are reliable — but limit your time

in the sun, too! If you get a burn, take

aspirin and apply Unguentine. If it’s bad,

1 percent indomethacin in isoprophyl al-

cohol may help. (Spoken like the
dermatologist that he is! /Ed).

Water. You can’t breath underwater.

and every year in Hawaii about 25 people
drown, almost all while swimming.
Ocean water isn’t quiet; it’s all moving
somewhere. The water in waves is only

moving up and down, but a breaking
wave carries water ashore and it has to

run back into the ocean. Result: Un-
dertow, a strong current away from the

shore, strongest when the waves are

breaking and when the bottom is sandy
and deep, worst of all where there is no
shallow coral reef. Never swim in such an
area unless you are a powerful, ex-

perienced swimmer, with a buddy as

good at it as you are. If you’re carried

out to sea, float quietly until the waves
start to wash you again.

Surfing. Bodysurfing and board surf-

ing are deservedly popular sports in Ha-
waii. In addition to the usual risks inci-

dent to swimming, they present a few

special risks of their own.
Board Injuries. A loose surfboard,

whether your own or another’s, is a very

dangerous object. Almost every year in

Hawaii, someone is fatally injured by
being struck in the head or abdomen by a

“free board.’’ Hang on to your own, and
be alert for anyone else’s! The leashes

now in general use are an effective

preventive measure.

Surfer’s Bumps. These firm, painless

lumps on the uppershin or top of the

foot are far commoner in Southern Cali-

fornia than in Hawaii. This is because

the water is so much colder there, and no
one wants to lie down in it; therefore,

boards are customarily paddled from a

kneeling position instead of a prone one.

Far more pressure — which is the cause

of the bumps — is thus applied to the

knees and the tops of the feet.

Fractures and Dislocations. Don’t
gambol lightheartedly in big breaking

waves. Experienced, powerful, athletic

swimmers have suffered fractured shoul-
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jders and dislocated hips and broken

necks in such waves. Water is a powerful

I force, and you should respect it. Never

i dive into either a breaking wave or water

of unknown depth.

Marine Animals

;
Some sea animals are potentially harm-

liful, though the bad ones aren’t very nu-

1
merous, and you certainly needn’t be

’ afraid to go swimming because of them.

I
Let’s take a look at a few.

Sharks. There are sharks around the

islands, though they rarely venture into

the shallow water inside the coral reefs.

Less than 20 shark attacks with a fatal

result have ever occurred in Hawaii. If

you should (perish the thought!) en-

i counter a shark, move slowly away from

it without floundering or splashing, if

I you can; if it’s very close to you, pound

on its nose or head. Don’t surf until

sunset — come in before the sharks come
in.

Eels. The moray eel — you can see one

in the Honolulu Aquarium — will not

pursue you, but if you are so reckless as

j

to put your hand under a coral ledge,

: and a moray is lounging there, he will

^ defend himself not by running away, but

: by biting you. His teeth are razor-sharp

I and make multiple clean cuts if you’re
‘ lucky enough to be able to pull your

i hand away. It’s safest not to put your

I

hand under a coral ledge in the first

' place! Other eels are timid and harmless.

Portuguese Man O’War. There are a

few other kinds of “jellyfish” in Hawai-

j

ian waters, but the Portuguese Man
I O’War, Physalia utriculus, is the com-
monest by far. It’s a little deep-blue

cluster of soft flesh from half-an-inch to

I
an inch-and-a-half long, topped by a col-

’ orless, transparent, one-to-three-inch
I bubble-like “sail,” and trailing three to

six spaghetti-like tentacles, perhaps

1/16-inch thick and from three to 10

I
feet long. These tentacles, with which it

stings and entraps its prey, will sting you
too, on contact; they’re coated with

thousands of microscopic cysts, each one

of which snaps out a stinging barbed

tentacle on contact with fresh water or

skin, and injects a poison into you. It

only hurts; it isn’t serious and it’s never

I fatal.

The pain can best be relieved with a

i light sprinkling of meat tenderizer

rubbed into the wet skin; if this isn’t

available, papaya pulp or crumbled
I papaya leaves will serve. Alcohol (rub-

I

bing or drinking type, as available) or

gasoline are next-best. Shaving the lesion

I

with a knife edge or safety razor will

I prevent further stinging, though it won’t

I
relieve the pain. Rubbing with sand

makes it worse. So does fresh water.

you can avoid the Portuguese Man
O’War by not swimming where you no-

tice that dead ones have been washed up
onto the beach. They always occur where

the wind is blowing toward the shore.

Hawaii Medical Journal—Vol. 45,

Other jellyfish. There are a few other

stinging marine hydroids in Hawaii, but

they’re rare and usually only mildly an-

noying. We are happily entirely free of

Northern Australia’s rich variety of

lethal or near-lethal stinging jellyfish.

Sea Urchins. There are several varieties

of these spiny marine creatures, but the

common wana, as the Hawaiians call it,

is the troublesome one — if it is stepped

on. The half-inch to two-inch-long, brit-

tle, blue-back spines penetrate your skin

and break off, which hurts. Very rarely,

a fragment may persist so long that a

doctor has to cut it out. Usually, just

soap and water, gentle massage, and per-

haps rubbing an antiseptic or antibiotic

ointment like Betadine or Polysporin

ointment into the wound twice a day will

take care of it fairly well. Soaking in

vinegar is a popular remedy too, but of

doubtful efficacy.

Coral. Coral, especially if it’s a bit

broken, has sharp edges and is almost as

dangerous as broken glass to walk on
barefoot. Rubber-soled canvas shoes or

reefgoing tabis are standard equipment
for local fishermen. Coral cuts and
scrapes are not “poisoned” by their

source, and if they are cleaned and kept

clean, they will heal normally; they rarely

require medical attention. Treat them as

described above under sea urchin in-

juries.

Cone shells. Rarely, someone is stung

by the venomous little darts that are a

means of defense for some species of

cone shells. It’s rather like a wasp sting.

An expert knows which ones to avoid,

but since cone shells are a little tricky to

identify, and two of those found in Ha-
waii Conus textile and Conus Striatus —
have a potentially dangerous sting, just

don’t put any live cone shells in your

trouser pocket, or handle them careless-

ly. Dead ones are obviously not dan-

gerous.

Certain fish species. Stonefish, scor-

pion fish, lionfish, zebra fish (Pterois

volitans), and toad fish (Scorpaena

plumeria): If you see one of these,

DON’T TOUCH! Their spiny dorsal fins

are venomous and their sting is excruciat-

ingly painful, often requiring expert med-
ical attention. First aid is as for Portu-

guese Man O’War or other stings: Apply
meat tenderizer or papaya pulp, or soak

the part in hot water, as hot as you can

bear.

Fish poisoning. The mahimahi
(dolphin) and other fish of the Scomber

genus, when not perfectly fresh, may
rarely contain such a high concentration

of histamine that within 20 to 40 minutes

after eating them, one experiences a

throbbing headache, flushing of the face,

and sometimes itching or actual hives: a

histamine reaction. This is known as

scombroid fish poisoning. It’s really no-

body’s fault. Happily, it occurs only very

rarely, and even more happily, it isn’t

serious, doesn’t last long, and is easy to
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stop with a good dose of antihistamines.

See a doctor.

Ciguatera fish poisoning, on the other

hand, is more serious. It does occur in

Hawaii; but it is common only in the

South Pacific. It is even more rarely fa-

tal; most victims are just made very ill

with numb, tingling lips and extremities,

nausea, vomiting, bellyache, diarrhea,

headache, and other symptoms. It is

caused by a toxin found only occasion-

ally in certain reef fishes and the

carnivorous fish that eat them; so it is —
in Hawaii — quite unpredictable. It oc-

curs mostly on eating imported fish from

south of Hawaii. Medical attention is

urgently indicated in most severe cases.

Puffer fish or balloon fish Tetraodon

poisoning is extremely dangerous. Only a

specially trained, Japanese, professional

puffer-fish (“fugu”) chef is competent to

identify these toxic fish by species and
throw away the dangerous parts before

cooking. Never eat them under any cir-

cumstances! A Japanese proverb, per-

haps apocryphal, is said to go thus:

“Would like to eat fugu — but am afraid

to die!”

Marine plants. Seaweed is pretty harm-

less, in general; some varieties, in fact,

are gathered for table delicacies. But one

kind is worth a word of warning. Sea-

weed Burn: A threadlike, leafless, blue-

green alga known as Lyngbya majuscula

appears in the spring and summer in the

shallow water off the North Shore of

Oahu, and often becomes so abundant

that it makes the water turbid. The surf

breaks it up into tiny fragments, which

work their way under bathing suits and

drift down to the lower part of the bra

top or the crotch of the pants. There they

do no harm as long as you remain in the

water, but after you come ashore and dry

a little, they begin to burn the skin.

Within five or 10 minutes it is too late to

prevent a shallow but painful burn of the

skin of your tender parts. The only

preventive is to shower and change

within five minutes of leaving the water.

Happily, this seaweed has become far

less common in recent years, and on

beaches other than those of North Oahu
and perhaps Kauai it seldom bothers any-

one. If you do get it, treat it as you

would a severe sunburn. It’s no worse

than that, as a rule.

Plants To Watch Out For

Plant Dermatitis. Hawaii is very safe

in this regard, for there is no poison ivy,

poison oak, or poison sumac here (except

a very few specimen plants of the

Japanese lacquer sumac, Rhus ver-

nicifera.

Mango rash. The common mango,

Mangifera indica, is abundant in Hawaii,

both wild and cultivated. Its delicious

fruit is highly prized. But all parts of the

tree, especially the sap, the leaves, and

dust from the skin (but not the pulp) of

the fruit, can cause allergic dermatitis —
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in persons who have had previous con-

tact with poison ivy, poison oak (Rhus

Toxicodendron) or the Japanese lacquer

tree. Natives of Hawaii never exposed to

these sensitizing varieties virtually never

get mango rash — a curious, still unex-

plained fact of life which is also observed

in the Philippines, Guam, Mexico, Cuba,

and Puerto Rico.

Like all contact allergy, mango allergy

is acquired only after from one to three

or four episodes of contact. Since your

palms are usually heavily contaminated,

and your eyelids are far and away the

most sensitive area of skin, itchy eyelids

will usually be your first warning signal,

the result of touching your face with

unwashed hands. You can’t wash the

sticky resin off with soap and water, and

you need intensive cortisone therapy to

keep you from becoming a hospital case.

See a doctor! If you are allergic to man-
goes, it doesn’t interfere at all with your

enjoyment of them, just as long as you
have someone peel and slice the fruit for

you to eat. In fact, eating it will tend to

gradually diminish your sensitivity — so

enjoy!

Cactus. The wild “prickly pear” (in

Hawaiian, Panini, which means “un-

friendly fence”!) is a tasty morsel,

protected by conspicuous thorns nearly

an inch long. You should be aware that it

is also protected by invisible thorns less

than 1/32 of an inch long that complete-

ly cover both the leaves and the fruit. So
don’t touch the skin of either one: spear

the fruit on a knife or stick and peel it

without touching it.

Philodendron. The common glossy-

leaved “taro vine,” Pothos aureus, is

harmless, but its velvety-leaved cousins,

the philodendrons, which come in six or

eight different species, sensitize the hu-

man skin almost as efficiently as poison

ivy does. In India, they are the com-
monest cause of plant dermatitis largely

because of a superstition that having one
in your house will bring in riches; it is

called the “money plant” there.

Dieffenbachia. All the species of the

Dieffenbachia (“dumb cane”) genus

have in common with their cousin taro

(Cotocasia esculenta), the effect of se-

verely burning the mouth and throat be-

cause of microcrystals of calcium ox-

alate. Hence “dumb cane”: it silences

you for an hour or more. Taro leaves

(lu‘au), with the accent on the second

syllable) must be boiled to rid them of

this effect.

Truly Poisonous Plants. Plants that

are poisonous if eaten are pretty uncom-
mon in Hawaii. Oleander, Nerium in-

dicum, is one, but the only known cases

of poisoning by it — two soldiers who
used peeled sticks of it to broil meat over

a fire — occurred in 1919; the leaves are

tough and don’t taste good. Yellow

oleander, Thevetia nereifolia, contains

thevetin, a digitalis-like compound, but it

doesn’t taste good either and it would

take more than a nibble to do harm to

anyone. The pretty little yellow Apple of

Sodom, Solanum sodomeum (in Hawai-

ian Popolo), contains the poison solanin,

like its sprouting cousin, the Irish

Potato. The castor bean, Ricinus com-
munis, contains ricin, one of the two or

three most poisonous substances known;

it’s harmless by mouth but a surface

injury would admit a lethal dose of it

readily into your blood stream.

Poinsettia pulcherrima, the Christmas

poinsettia, has a firmly established but

undeserved reputation for being poi-

sonous; soup made from it was once fed

to nursing mothers in Mexico to improve

lactation. Don’t add it to your salads —
it doesn’t taste good — but don’t worry

about it either. Plumeria (frangipani) is

harmless, too.

Edible mushrooms are not common in

Hawaii, and, as elsewhere, they are not

easy to identify. Only the “Jew’s Ear”
bracket fungus is safe for an amateur to

harvest and eat.

Bacteria and Fungi

Scarlet fever is almost unknown in Ha-
waii, and is not even regarded as a con-

tagious disease, for practical purposes.

The “strep throat,” no more or less com-
mon here than elsewhere, is almost its

only manifestation.

Fungus diseases of the skin — athlete’s

foot and ringworm — are a little less

common here the year round than in

most North American cities in the sum-

mer time. Epidemic ringworm of the

scalp, such a plague a few years ago

throughout North America, has never

been encountered in Hawaii. The deep

fungus infections, blastomycosis, his-

toplasmosis and coccidioidomycosis, are

not found here at all; actinomycosis is

rare; only sporotrichosis occurs occasion-

ally, on Oahu and in Hilo.

Hansen’s Disease. This is still endemic
in Hawaii but it is rare, now; of the 20 or

30 cases diagnosed annually, all but four

or five are brought in, mostly from the

Philippines or Samoa. It is surely con-

tagious for the few persons who have

inherited susceptibility to it; for the vast

majority, however, it behaves as if it

were only very mildly contagious.
Treated patients do not pass on the infec-

tion, and isolation is no longer practiced.

Apart from Hansen’s Disease, there

are no “tropical” diseases at all in Ha-
waii. Though we are in the tropics geo-

graphically, we are not tropical oth-

erwise. This is one of the benefits, in

addition to protection from hurricanes,

conferred on us by the Pacific barometric

“high.”

Land Animals
Hawaii is a safe place to hike and

explore, wild-animal-wise. There are no
snakes, wolves, bears, lions, or any other

predatory animals to be concerned
about. The few wild pigs are in pretty

remote areas and are unlikely to be ag-

gressive; the wild goats and deer and
sheep will certainly not approach you.

Mongooses and rats are everywhere but

they are more afraid of you than you are

of them. It’s our “insect” (and other

arthropod) life that is our only concern

so far as animal hazards go, and it’s not

very hazardous.

Insects

Mosquitoes. We have a day mosquito,

Aedes aegypti, and a night mosquito,

Culex quinquefasciatus. Apart from two
minor epidemics of dengue fever, in 1909

and again in 1943, Aedes has never

spread any diseases here. Unlike
Anopheles mosquitoes, they cannot
spread malaria, and they are not nearly

abundant enough to transmit filariasis,

which is so common in Samoa. They
merely induce itchy bites, which bother

malihinis (visitors) far more than kama-
ainas (old-timers). Many old homes have

screens on the bedroom doors but not

around the living room. And, since mos-
quitoes don’t travel far, you can reduce

your own mosquito population by close

attention to keeping potential breeding

places — standing water — unavailable

to them.

Flies. The common house fly, Musca
domestica, is with us in Hawaii and from

time to time there have been rare reports

of localized infestations by “cluster”

flies; but in general, outdoor living in

Hawaii is remarkably untroubled by

flies, gnats, or other pesky flying critters.

The biting black fly, deer fly, and horse

fly are not seen — or felt! — here.

Stinging Insects

Honeybees, yellowjackets, paper
wasps, mudwasps, hornets, and “car-

penter” bees (black bumblebees) are

common in Hawaii. They’re no more
tolerant of fancied threats from people

here than they are anywhere else in the

world. If you’re stung, meat tenderizer

and a little water is the best and fastest

way to get relief; rub it in. If you start to

swell, or get hives, or both, GET TO A
DOCTOR OR A HOSPITAL IMMEDI-
ATELY!

This isn’t a particularly Hawaiian haz-

ard; it’s just that any such reaction to a

sting may be the forerunner of a serious,

potentially fatal anaphylactic reaction.

Prevention is far more likely to succeed

than an attempt to cure it after its onset.

Centipedes: We have just one species of

centipede, Scolopendra subspinipes, in

Hawaii. A baby is blue-green and per-

haps only a couple of inches long, while

the dark brown adult may be nearly half

an inch broad and six or eight inches

long. They sting with a pair of modified

front legs, so that two little punctures are

produced. The pain is more severe than

that of the average hornet or wasp sting,

but allergic reactions are very rare.

Prompt rubbing with garlic, or meat ten-

derizer, may give relief of pain.
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Pubic Telephone
Network

Local. Mainland
or International

Our new cellular mobile phones allow you to call anywhere on Oahu. Or
anywhere in the world. Just as simply as you would from your office or home phone.

You can make appointments. Reschedule a client. Cancel your golf date. Dictate

letters.Without taking your eyes off the road.Without missing a second of downtime
in traffic or searching for a pay phone.

Our new cellular mobile telephone system is revolutionary. Standard business

equipment on the Mainland, we’re proud to bring it to Hawaii. With all the

convenience options of a regular business phone including

direct local and long distance dialing and also

hands-free operation.

With Honolulu Cellular Telephone, you’ll get the

cleanest, clearest signal available on Oahu.With your

voice carried by our extensive network of cell

sites, we’ve got you covered.

And at about half the cost of

a conventional mobile telephone,

our new cellular phone is

amazingly affordable. Expert

installation available through us or any

authorized dealer.

It’s business equipment for the

Your phone call is received by the nearest cell site

then routed to the Mobile Telephone Switching Office

at Honoiuiu Ceilular Telephone Company. From there

it traveis to the pubiic telephone network for comple-
tion to any locai, Mainland or international number.

Immediately and without the assistance of an operator, fast lane.

Honolulu Cellular
Telephone Company

You cm tcike it with you.

1161 Kapiolani Boulevard, Honolulu, Hawaii 96814/545-4755
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causative organisms. .

.

cefaclor
250-mg Pulvules^t.i.d.

offers effectiveness against
the major causes of bacterial bronchitis

Haemophilus influenzae, H influenzae, Streptococcus pneumoniae. Streptococcus pyogenes
(ampicillin-susceptible) (ampicillin-resistant)

Note: Ceclor" is contraindicated in patients with known allergy

to the cephalosporins and should be given cautiously to penicillin-

allergic patients.

Ceclor" (celaclor)

Penicillin is the usual drug of choice in the treatment and

prevention of streptococcal infections, including the prophylaxis

of rheumatic fever. See prescribing information.

Summary Consult the package literature

for prescribing information

Indications: Lower resp iratory inlections
.

inciuding pneumonia, caused by sus-

ceptibie strains of Streptococcus pneu
moniae. Haemophilus influenzae, and

S pyogenes (group A beta-hemoiytic

streptococci)

Contraindications: Known aiiergy to

cepbaiospoiins

Warnings: CECLOR SHOULD BE ADIVliN-

iSTERED CAUTIOUSLY TO PENICILLIN-
SENSITIVE PATIENTS PENICILLINS
AND CEPHALOSPORINS SHOW PARTIAL
CROSS-ALLERGENICITY POSSIBLE
REACTIONS INCLUDE ANAPHYLAXIS

Administer cautiously to allergic

patients

Pseudomembranous colitis has been
reported with virtually all broad-spectrum
antibiotics It must be considered in

ditterential diagnosis of antibiotic-

associated diarrhea Colon flora is altered

by broad-spectrum antibiotic treatment,

possibly resulting in antibiotic-associated

colitis

Precautions:

• Discontinue Ceclor in the event of

allergic reactions to it

• Prolonged use may result in overgrowth

of nonsusceptible organisms

• Positive direct Coombs' tests have

been reported during treatment with

cephalosporins

• In renal Impairment, safe dosage of

Ceclor may be lower than that usually

recommended Ceclor should be admin-

istered with caution in such patients

• Broad-spectrum antibiotics should be

prescribed with caution In individuals

with a history of gastrointestinal

disease, particularly colitis

• Safety and effectiveness have not been

determined in pregnancy, lactation, and

Infants less than one month old Ceclor

penetrates mother's milk Exercise

caution in prescribing for these patients

Adverse Reactions: (percentage of

patients)

Therapy-related adverse reactions are

uncommon Those reported Include

• Gastrointestinal (mostly diarrhea) 2 5%
• Symptoms of pseudomembranous
colitis may appear either during or after

antibiotic treatment

• Hypersensitivity reactions (including

morbilliform eruptions, pruritus, urticaria,

erythema multiforme, serum-sickness-

like reactions) 1 5%, usually subside

within a few days affer cessation of

therapy. These reactions have been
reported more freguently In children

than In adults and have usually occurred

during or following a second course of

therapy with Ceclor. No serious sequelae

have been reported Antihistamines

and corticosteroids appear to enhance
resolution of the syndrome

• Cases of anaphylaxis have been reported,

half of which have occurred in patients

with a history of penicillin allergy,

• Other eosinopbllra. 2%: genital pruritus

or vaginitis, less than 1%

Abnormalities In laboratory results of

uncertain etiology

• Slight elevations In hepatic enzymes
• Transient fluctuations in leukocyte

count (especially in infants and children)

• Abnormal urinalysis: elevations in BUN
or serum creatinine

• Positive direct Coombs' test

• False-positive tests for urinary glucose

with Benedict's or Febling's solution and

Clinitest" tablets but not with Tes-Tape"

(glucose enzymatic test strip, Lilly)
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1
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Scorpions. There is one small species

of scorpion in Hawaii, Isometrus

maculatus, and it has become very rare

since the deliberate introduction, in 1934,

of the Bufo toad, which eats them. They

are about two inches long when fully

grown, and inflict a sting with the tip of

the tail — about as severe a sting as that

of the centipede. No general symptoms

are produced by either sting.

Other Arthropods

Spiders. Nothing to worry about here!

The justly famous Black Widow spider,

Latrodectus mactans, occurs in Hawaii in

small numbers, but is not venomous

here. The Brown Widow, Loxosceles

reclusus, probably occurs here, but seems

to be rare. Its bite needs prompt surgical

e.xcision! The spiny red spider, Gaster-

acanthus cancriformis, is quite common
in Hawaii, both outdoors and indoors,

and it can sting, though it is not at all

aggressive even if disturbed. The big

fuzzy house spider, Heteropoda ven-

atoria, is welcomed and protected by ka-

maainas because she eats mosquitoes;

like the decorative yellow-marked garden

spider, Argiope appenca, it has no sting.

Bird mites. Wild birds in Hawaii, per-

haps mynahs and doves more than the

others, harbor a biting mite, Liponyssus

bursa, which produces a characteristic

shotty little papule that itches for at least

a week before subsiding. These mites are

carried on the breeze from the nests

through window screens into houses,

where they settle on chairs and beds.

Usually, a bird’s nest in or under the

eaves of the house, or in a nearby tree, or

doves on the apartment lanai, are respon-

sible.

Scabies. Hawaii, almo.st wholly free

from scabies for close to 30 years, has

not escaped the worldwide, hippie-as-

sisted revival of this annoying disease. It

has spread gradually from thie hippie

commues into the general population. Be
aware that in cleanly people, it may man-
ifest itself very subtly, without a con-

spicuous or characteristic eruption. Per-

sistent itching, especially in crotch and

armpits, indicates a visit to the doctor.

Pediculosis. The ubiquitous louse,

Pediculus corporis or capitis, hasn’t mis-

sed Hawaii, but here as elsewhere is no-

where near as common as the sexually

transmitted crab louse, Pthirus pubis.

Both yield readily to medical treatment.

Ticks. The dog tick, Rhipicephalus

sanguineus, is common in Hawaii. None
of the human ticks occur here, though

Otobius megnini, a cattle tick, was found

on hunters on Molokai recently. None
carry human disease.

Chiggers. There are no chiggers in Ha-

waii.

Fleas. Only the cat flea, Ctenoce-

phalides felis, is found in Hawaii on

either dogs or cats, and it is not hard to

control. Xenopsylla cheopis, the rat flea,

infests rats, but doesn’t bother man un-

less he handles the rats.

Gnats. “No-see-ums” don’t occur in

Hawaii, nor do sand “fleas.” “Fungus

gnats” may fall into a drink, rarely, but

they don’t bite.

General Remarks

Medical care in Hawaii is, and has

been for over half a century, at a high

level of excellence. The Hawaii Medical

Association was incorporated in 1856,

under the Hawaiian Monarchy; the

Board of Health and had been created

earlier, in 1839. Licensure to practice in

Hawaii has been carefully regulated by

examination for many decades, and still

is. The University of Hawaii has a four-

year medical school, with more than a

hundred practicing physicians partici-

pating along with Honolulu’s five major

hospitals in the teaching program. High-

level medical conferences, seminars, and

symposia bring world-class medical ex-

perts and teachers to Hawaii frequently

enough to bring all practicing physicians

up to date as a part of continuing medi-

cal education.

Apart from our mysteriously high in-

cidence (and seriousness) of asthma, we

have a healthy state, and a high-grade

potential for keeping it that way.

Q: Could you please clarify your policy

regarding your revised Administrative

Operating Procedures of the Partici-

pating Physicians Agreement in reference

to providers of care who discount their

charges below HMSA’s Eligible Charge

level for HMO/PPO and other non-

governmental program patients? That is,

will you reduce your physicians’ Eligible

Charge profiles if they accept less from

an IPA/PPO?

A: HMSA’s Participating Physicians

Agreement and the Administrative Oper-

ating Procedures are designed to take

into account all of a physicians’ charges

in determining Eligible Charges. Our ob-

jective is to assure that fees charged to

your HMSA patients are fair when com-

pared to fees charged to beneficiaries of

other non-government health care plans.

This particular provision in the Adminis-

trative Operating Procedures is not appli-

cable to courtesy discounts to individuals

or to health care plans where the physi-

cian is compensated on a capitation basis

such as in an HMO.

Q: Does HMSA provide benefit pay-

ments for biofeedback services?

A: Biofeedback services are currently ex-

cluded from HMSA health plan cov-

erage. However, as of Nov. 1, 1985,

HMSA initiated a two-year pilot pro-

gram to determine whether biofeedback

is a cost-effective alternate treatment for

certain chronic pain conditions. Under

this pilot program, benefits for biofeed-

back treatment will be paid on a prior

approval basis.

General criteria for benefit payments

are:

a. Patient is suffering from the follow-

ing types of chronic pain conditions —
chronic muscle contraction headaches.

mixed headaches of vascular and
muscular origin, migraine headaches, or

chronic pain syndrome of physical or

organic origin.

b. Patient has a history of relatively

high medical or drug utilization.

Physicians who have such patients that

meet these criteria — and who believe

that biofeedback would be beneficial for

the patients — should submit a

preauthorization request to:

HMSA
Claims Research Analyst

Claims Administration Department

In addition to the patient’s specific

complaint, please include information on

the patient’s medical history, utilization

of health care services, proposed treat-

ment, and prognosis.

HMSA will expedite the review of your

request and let you know whether benefit

payments will be made under the pilot

program.
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SUMMARY
of the proceedings of the House of Delegates
at the 129th annual meeting of HMA
The 129th Hawaii Medical Association Annual Meeting was held

Oct. 12 through Oct. 14, 1985, at the Kona Surf Resort at Keauhou,
Hawaii, The House of Delegates (HOD) met on two occasions to
consider the annual reports of commissions and committees, reports
from leadership and resolutions submitted by the members of the
Association. Three reference committees were appointed to review
assigned agendas and hear testimony from interested members.
Reference Committee reports and recommendations were presented
to the HOD for final actions on Monday, October 14, 1985.

Speaker of the House Herbert Uemura called the House to order
Saturday, Oct. 12, at 1:40 p.m. Milton Howell gave the invocation,
followed by a moment of silence in respect for 10 members who
died in 1985. Their names and years of membership are: Richard
Chang (29), Clifford Druecker (32), Tadao Fujii (43), Howard
Honda (48), Leonard Honl (42), Joseph Kam (34), Robert Katsuki
(46), Masato Ohtani (45), Thomas Richert (45) and Theodore
Tomita (38). Milton Howell was appointed Parliamentarian; John
Spangler and A. Scott Miles were appointed Sergeants-at-arms.

Secretary James Lumeng called the roll. Present: William Hindle,
Russell Stodd, Sakae Uehara, James Lumeng, Walter W.Y. Chang,
Ben Hur, Allan Kunimoto, Thomas Grollman, Milton Yolles, Rob-
ert Laird, Arch Wigle, H.H. Chun, Gladys Fryer, Philip Hellreich,
Douglas Bell, II, Paul DeMare, Myron Shirasu, Peter Kim, Donna
McCleary, Minolu Cheng, William laconetti, Calvin C.M. Kam,
Herbert Uemura, Milton Howell, J. Alfred Burden, Ann Catts,
William Dang, George Goto, George Mills, Ernest Bade, Craig
Kadooka, A. Scott Miles, Desmond Wong, Andrew Don, Gregory
Park, Steven Moser, William Mitchell, Helen Percy, Timothy
Crane, Edwin Gramlich, Robert Young, John Matsuura (student
delegate). Dean Inouye, (student alternate delegate), John McDon-
nell, Robert Clingan, Michael Dimitrion, Nathaniel Ching, Bernice
Coleman, Aurora Macapinlac, William McKenzie, Nadine Bruce,
J.K. Sims, Russell Hicks, John Houk, Philip McNamee, Amelia
Jacang, Edward Boone, Robert Palmer, L. Jack Kirkham, John
Berthiaume, Fortunato Elizaga, Stephen Wallach, Walter
Quisenberry, Don Parsa, Derek Pang, Stanley Shimoda, John
Spangler, Bernard Scherman, James Stewart, Frederick Reppun,
Gordon Liu, Warren Ono, Michael Okihiro, and John Drouilhet!
Also present: Legal Counsel, V. Thomas Rice, HMA Auxiliary
President — Lila Johnson, Auditor — Dave Riley, AMA President
Harrison L. Rogers, AMA Board of Trustees Chairman Alan
Nelson, Chairman of the Board of Medical Insurance Exchange of
California (MIEC) Bradford Cohn, Chief Underwriter of MIEC
Ron Neupauer, 18 medical student observers from the John A.
Burns School of Medicine and HMA staff.

The minutes of the 128th Annual Meeting (1984) and all monthly
Council Meeting minutes since the 1984 HOD session, as published
in the HMA Journal, were approved.

Speaker Uemura welcomed all attendees and expressed apprecia-
tion to the Arrangements and Scientific Program Committee mem-
bers involved. Dr. Stodd, Chairman, and to the staff for their
efforts at this meeting. Special thanks was extended to Dr. Robert
Laird and the “Big Island” members for hosting the meeting in
such a beautiful location.

President William Hindle introduced Harrison L. Rogers, AMA
president, who gave a most inspiring opening address on the current
and future trends in medicine, especially the importance of con-
straining health care costs with continued emphasis on services and
quality of care.

President Hindle, in his address to the House, gave an overhead
screen presentation which covered a number of medical issues such
as physicians’ responsibilities as the guardians of quality of medical
care and as the patients’ advocates; peer review; communication to
the community, colleagues, state associations, county societies and
to the AMA; tort reform in medical liability with the necessity to
have effective lobbying and physician/legislator contact.

Speaker Uemura presented the Nominating Committee Report
and 1985-86 slate of nominees for all elective offices. Additonal
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nominations were made from the floor of the House for the position
of Councilor from Honolulu County. The motion was made, sec-
onded and passed that the slate and additional nominees be accepted
and nominations closed. The election was to be held on Monday,
October 14, 1985, as the last order of business of the HOD.

President Hindle highlighted a number of the pertinent achieve-
ments HMA has made during the past year. This listing as well as
the recommendations are covered in the Report of the President
(pages 11-19 of the Handbook), which will be reviewed by a
Reference Committee.
An update report on the concept of the funding of the new HMA

building and land was presented to the House by Chairman Allan
Kunimoto, detailed by slides. The Report of the Building Commit-
tee (page 46 in Handbook) was to be reviewed by a Reference
Committee, where Dr. Kunimoto was to be available for questions.
Annual reports of commissions and committees, leadership re-

ports and resolutions submitted by the membership were referred to
reference committees. The three reference committees were ap-
pointed as follows: Miscellaneous Business: James Stewart (chair-
man), H.H. Chun, Peter Kim and Robert Palmer; Public Health:
Russell Hicks (chairman), Robert Laird, Gladys Fryer and Joel K.
Sims; Finance and Administration: Andrew Don (chairman), Ernest
Bade, Ann B. Catts and Edward Boone. Reference committee
chairmen were requested to post their agendas and to publish any
changes in advance.

A change in the Order of Business of the House (Section 4.08 of
HMA Bylaws) was discussed and approved. Due to the necessity of
scheduling the Annual Banquet for the evening of the first day of
the meetings the President-elect will be installed as the president for
1986 and make his presidential address. Installation of all other new
officers will take place as the final item of business on the last day
of the meeting. There were no objections to this change in the Order
of Business.

The first meeting of the HOD adjourned at 3:10 p.m. on October
12, 1985; it was to be reconvened at 1:30 p.m. on October 14 to
receive for action on the reports and recommendations of the
Reference Committees.

GENERAL MEMBERSHIP
MEETING OF THE HMA

The General Membership Meeting of the HMA was called to
order at 3:30 p.m. on Saturday, October 12, 1985, at the Kona Surf
Convention Center by President William H. Hindle.

In compliance with the HMA Bylaws, Sections 6.04 and 6.041, an
Annual Meeting of the members shall be held during a recess in

proceedings of the House of Delegates prior to adjournment of the
first day’s meeting of the House for the purpose of ratifying any
Association business referred to it. The only business of concern
were amendments to the HMA Charter approved in 1984, of which
notice had been sent to members and substance had been accepted
and approved by them, and was thus resolved. There being no
further business, it was moved, seconded and approved that the
1985 Annual Membership Meeting be adjourned at 3:30 p.m.
The House of Delegates was reconvened on Monday, October 14,

1985, and called to order by Speaker Uemura at 1:30 p.m. The
following reports and recommendations of the Reference Commit-
tees were adopted:

REPORT OF THE PRESIDENT: Recommendations 1 through 17
were adopted, not adopted, amended, filed, or referred as follows;

1. That the Nominating Committee nominate a single slate of
officers, was filed. The current Bylaws give this option to the
Nominating Committee, that whenever possible, there shall be more
than one candidate for each elective office.

2. That the Annual Meeting Committee consist of five members
with staggered terms (nominated by the President and elected by the
Council in the same manner as the Building Committee, Finance
Committee, and Pension Committee), was adopted.

3. That the President-elect serve as Chairman of the Annual
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Meeting Committee (in addition to the five elected members), was

adopted.

4. The President-elect to serve as Special Chairman of the Mem-
bership Committee. Adopted as amended to: The President-elect

should be encouraged to be an active member of. . . .

5. That an Advisory Board be established to include the current

officers, President-elect, Immediate Past President and Commis-
sioners. This was not adopted.

6. Since the Advisory Board’s existence was turned down, its

duties became moot.

7. That each commissioner be required to report quarterly to the

Council in writing giving a summary of the activity (such as number
of meetings and attendance) of the committees within their commis-
sion. This should include the commissioner’s recommendations for

course of action and specific objectives for each of the various

committees in his commission. This was not adopted since it was

covered adequately in Bylaws Section 8.00.

8. That the Commissioners be required to report annually in

writing to the House of Delegates including a review of the mis-

sions, goals, and function and accomplishments of each committee in

his commission. This was not adopted for the same reason.

9. That the Annual Meeting of the HMA should be held in turn

on the islands of Maui, Kauai and Hawaii in rotation except in

special situations, Oahu should be omitted from the rotation of the

location of the Annual Meeting. This was not adopted.

10. That twice a year visitations by the President of the HMA and

a staff member to the component societies on Hawaii, Kauai, and

Maui be carried out. This was not adopted.

11. That the President-elect a) be encouraged to attend the AMA
Leadership Conference and each AMA Annual Meeting, and b) be

encouraged to attend the Interim Meetings and major conferences

of the AMA as necessary or possible. This was adopted as amended
above.

12. This recommendation was amended to read: When financially

feasible, as determined by the Finance Committee, the budget for

travel by staff was to be increased by 45,000 a year so that key staff

members can attend at least one national meeting of the AMA each

year, such as the Communications Conference, Legislative Con-

ference, or the Leadership Conference (or make indepth visits to the

Headquarters of the AMA in Chicago and/or Washington D.C.).

This was adopted as amended.

13. That a position of Executive Vice President be established to

be filled by a physician member to serve as a continually visible

physician leader. It should be a permanent staff position beginning

on a part-time basis in 1987 (with scheduled increase in time

commitment with appropriate increase in funding) until a full time

position as “staff physician’’ is attained. The HOD referred this for

further study to the Bureau of Research and Planning.

14. That a position of Legal Counsel to the HMA (a licensed

attorney certified to practice before the Bar in the State of Hawaii)

be established by 1989 on a part-time basis with scheduled increase

to full-time commitment on staff. This was also referred to the

Bureau of Research and Planning for further study.

15. That the minutes of each Committee meeting should be

approved and signed in their final form by each Chairman. The
minutes should indicate what actions are being taken by the Com-
mittee to carry out the specific functions of the Committee. This

was not adopted.

16. That a subcommittee of the Legislative Committee be estab-

lished for “legislative liaison.’’ This was referred to the Legislative

Committee for its consideration and report back to the Council.

17. That the first item of business of each Committee and

Commission each year be to review the HMA’s purpose, missions

and goals and to review specific functions of the Commission
and/or Committee. The Commissioners/Committee Chairman
are to be responsible for corrections, additions or deletions to the

Commission/Commitee’s specific functions. This was adopted.

President Hindle was particularly commended for addressing so

many of the concerns of the members and for his comprehensive

report and recommendations.

REPORT OF THE TREASURER AND
FINANCE COMMITTEE

The report and recommendations were adopted: 1) That the 1986

dues remain at $490.00 per member; 2) that the balanced budget for

1986 was presented by the Finance Committee be adopted; 3) that
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the auditors for HMA during 1986 continue to be Alexander Grant
& Co. and 4) that as a result of the time study done, HMA provide

services to HCMS (Honolulu County Medical Society) for

$125,000.00 in 1986.

REPORT OF EXECUTIVE DIRECTOR
The recommendations of the Executive Director were acted upon

as follows: 1) That HMA provide educational seminars or sessions

on the changing environment of medical practice to each component
society (adopted); 2) that HMA develop a plan to become recog-

nized as the resource in the State of Hawaii for medical and health-

related information; 3) that HMA begin to develop plans to stabilize

or even reduce its dues, and 4) that HMA develop a plan for

continuous effective contact with state and national legislators. All

of these were referred to the Bureau of Research and Planning for

study and recommendations to the Council in 6 months. Recom-
mendation 5) that HMA work diligently to develop as soon as

possible sections within HMA for students, residents, and the

hospital medical staff was referred to the Bylaws Committee for a

report to the Council.

REPORT OF LEGAL COUNSEL
The Report of Legal Counsel was adopted with its recommenda-

tions: that the members support Legal Counsel’s efforts, and that

the matter of his expenses and attendance at the meetings of the

Society of Medical Association Counsels (SMAC) be referred to the

Budget and Finance Committee for consideration, with a report

back to the Council.

REPORTS OF COMPONENT SOCIETIES

The House adopted the report of the Honolulu County Medical
Society with its two recommendations which were: 1) to continue to

pursue an increase in membership, keep our members informed, add
support to organized medicine and keep our dues at a minimum; 2)

explore ways, with the help of the Communications Director (PR)
and our Auxiliary, to establish a credible image of our community.
The reports of the Hawaii County Medical Society, West Hawaii
Medical Society, Maui County Medical Society, and the Kauai
County Medical Society were filed.

OTHER REPORTS
The reports of the Secretary, AMA Delegates, HAMPAC, Edi-

tor, Hawaii Medical Journal were filed. The Report of the AMA
Auxiliary President was filed with a commendation and congratula-

tions for the 6 awards the Auxiliary received from the AMA, and to

assure it of HMA’s continued support.

SPECIAL REPORT OF THE
STRATEGIC PLANNING TASK FORCE

(SPTF)

The House of Delegates adopted the Report of the SPTF and its

recommendations, as a whole, and extended grateful appreciation to

the SPTF for its untiring efforts, leadership and guidance in com-
pleting this comprehensive long range plan to fulfill the Missions

and Priorities of the Hawaii Medical Association. The recommenda-
tions were: COMMISSIONERS: To be appointed annually by the

President. Each shall serve no more than 4 consecutive years; this

requirement, however, may be waived by Council. A Commissioner

shall oversee and be actively involved with each of the committees

under his/her jurisdiction. Timely reports of committee activities

and/or recommendations are to be presented to the HMA Council

and annual reports submitted to the House of Delegates. Commis-
sioners are to recommend to the President candidates for Commit-

tee Chairmen.

CHAIRMEN: Shall be appointed annually by the President, shall

serve no more than 3 consecutive years as Chairman; however, this

requirement may be waived by the Council. It was recommended
that the Chairman appoint a Vice-chairman and assist in the selec-

tion and preparation of a future chairman for that committee, and

recommend to the President candidates for Committee membership.

LONG RANGE MONITORING: That a Committee on Policy

Analysis and Planning be established, in order to meet at least once

a year and ensure that the administration of the Missions/Goals

and Priorities is functioning properly. A report to the Council is to

be made by July of each year. Members of the Committee shall be

the current President, who will serve as Chairman, the 5 Im.mediate
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Past HMA Presidents, the Executive Director and the Assistant

Executive Director for Community Affairs.

DELETIONS, ADDITIONS, REVISIONS: The Commission on
Peer Review is to be abolished and the committees currently under it

will be moved to the Commission on Community, Professional

Relations, and Peer Review. The title of the Peer Review-MIEC
Committee is to be changed to the Medical Liability Insurance
Review Committee. In addition, there shall be a Physicians’ Com-
mittee (Impaired Physicians).

The Commission on Membership Services will be deleted and
committees under it will be moved to the Commission on Internal

Affairs. Public Affairs/Media Response and the TV-Radio Com-
mittees will be combined into the Awards/Media Committee. The
Japanese Speakers Bureau is to become a subcommittee under the

Speakers Bureau in the Commission on Community, Professional

Relations and Peer Review.

The MD/RN Relationships Committee is to be changed from a

standing committee to an ad hoc committee on call. The Hawaii
Health Institute is to be dissolved. HMA/HMSA Liaison ad hoc is

to become a subcommittee under Health Care Delivery and Financ-
ing Systems Committee. The Fee Survey Committee is to become a

subcommittee under Health Care Costs Committee. The Health
Planning Committee is to be dissolved. The Public Safety Commit-
tee is to be dissolved and its function assumed by a subcommittee —
the Substance Abuse subcommittee of the Pharmacy/Substance
Abuse Committee. The latter is to be redesignated as the

Pharmacy/Toxic Agents Committee. The No-fault Insurance sub-
committee is to be dissolved and its functions assumed by the

Medical Liability Law Committee. The arrangements and Scientific

Program Committee are to merge and be named the Annual Meet-
ing Committee.
The HOD then considered the following:

COMMISSION ON ADMINISTRATIVE SERVICES: Action on
the reports and recommendations of the committees under this

Commission included: Building Committee: Its report was amended
to read: We have met with our legal counsel and tax accountant to

design a $2.5 million dollar limited partnership offering to all HMA
members with a minimum purchase of $1,000 per unit. Committee
Recommendation: Support the limited partnership offering and
encourage all HMA members to participate in purchasing a mini-
mum of one unit. The Report, as amended, with its Recommenda-
tion was adopted. Grateful appreciation was extended to Allan
Kunimoto for his untiring efforts, leadership and guidance which
culminated in this Building Committee report.

Reports of the Computer Committee and the Pension Committee
were filed. Commendation was extended to the Finance Committee
for a balanced budget and no dues increase for 1986.

COMMISSION ON LEADERSHIP SERVICES: Actions on the
Reports and Recommendations were: Hawaii Tumor Registry. Rec-
ommendation: that HMA continue to support the existence of the
Hawaii Tumor Registry. The report and Recommendation were
adopted. Community Research Bureau. Recommendation: That the
Community Research Bureau continue to serve the HMA as a 501
(c)(3) organization. Hawaii Foundation for Medical Care. Recom-
mendation: This was amended to read that the HFMC Board of
Trustees review the bylaws and purposes of the HFMC to see if it

still serves a useful function for HMA, and that a report be
submitted to the Council in 6 months. The report with the recom-
mendation, as amended, was adopted.
The Reports of the Bureau of Research and Planning, HMA-

EMS Advisory Committee ad hoc, and the Hospital Medical Staff
Section ad hoc were filed.

COMMISSION ON INTERNAL AFFAIRS: The House of Dele-
gates action included the Arrangements Committee recommendation
that the 1986 Annual Meeting be held at the Westin Ilikai Hotel in

Honolulu on Friday to Sunday, October 12-14, 1986 was adopted.
Bylaws Committee: The Bylaws amendments, as prepared by the
Bylaws Committee, were adopted with the following exception: a)

the correction of three typos, b) Section 5.00 The Council, 5.01 and
5.05, which details the structure of the Council, and requirements
for Quorum, and c) section 9.00 Funds and Expenses, 9.022, dues
reduction for a physician entering a practice, were referred back to
the Bylaws Committee for restudy and recommendations.
COMMISSION ON COMMUNITY AND PROFESSIONAL RE-
LATIONS: The House of Delegates adopted the reports and recom-
mendations of the following committees under this commission:

182

Report of the Commissioner: 1) HMA leadership should reestablish

formal liaison with the leadership of Military Medicine in Hawaii
and the Pacific Basin; 2) reestablish liaison with Hawaii’s business
and labor leaders; 3) should develop a resource mechanism that can
keep Hawaii’s doctors informed on current issues pertinent to

HMOs, PPOs, IPAs, DRGs; 4) should exert more effort to send
down issues and problems for the committees and commissions to

consider, rather than to wait for what filters up from committees
and commissions. Continuing Medical Education Committee: Re-
vision of the CME Committee structure is necessary in order to I)

delineate its two separate functions (may need two separate commit-
tees) of accreditation and co-sponsorship, 2) specify the term of
committee members to assure continuity, 3) establish a training

program for committee members to act as surveyors and 4) work on
correcting the deficiencies as pointed out by the Accreditation
Council for Continuing Medical Education in its two surveys.

Medical, Ethical, Moral, and Legal Concerns Committee: The
recommendations were: 1) That the committee continue to monitor
living will/durable power of attorney proposals, 2) that the HMA
membership be surveyed to determine whether or not there is any
consensus on this type of legislation and 3) that the committee
continue to monitor legislative proposals relating to organ trans-

plants, hospital ethics committees, informed consent and steriliza-

tion of the handicapped. Committee on Health Manpower: 1) That
there be an updating and possible revision of the 1981 joint policy

statement of the HMA and John A. Burns School of Medicine, 2)

that a registry of Residents from Hawaii who are obtaining further

training on the Mainland be formally established and kept by the

HMA and 3) that a continuing effort be made by the HMA through
its committees and officers to encourage the selection of residents

who are from Hawaii for available positions within the medical
community. MD/RN Relationships: That this committee be an on-
call committee to address any issues requested for discussion by
either physicians or nurses. Hawaii Health Institute: That this

committee be dissolved. The report of the HMA/HMSA Liaison

ad hoc was filed.

COMMISSION ON LEGISLATION: The reports and recommen-
dations of the committees were adopted: Legislative Committee:
that 1) The 1985-86 budget of $2,800 which includes Lobbyist-
$1,000, Reception-$700, and Research & Information Gathering-
$1,100, 2) that a new staff position designed with legislative issues as
a primary responsibility, or that funds be budgeted to hire addi-
tional lobbyists during the legislative session, or both, be instituted.

Medical malpractice No-Fault Subcommittee: That the Medical
Malpractice No-Fault Subcommittee be dissolved and its functions
assumed by the Medical Liability Law Committee. The report of the
Medical Malpractice Law Committee was filed.

COMMISSION ON MEMBERSHIP SERVICES: The HOD
adopted the reports and recommendations of the following commit-
tees: Publications: 1) That Dr. J.l. Frederick Reppun be reap-
pointed as Editor of the Hawaii Medical Journal; 2) that HMA
commend Dr. Doris Jasinski for her many years of dedicated
volunteer service as Managing Editor of the Hawaii Medical Jour-
nal; 3) that HMA continue its fine relationship with Crossroads
Press, Inc., as publisher of the HMJ; 4) that subscription rates

remain the same for 1986: Members $10, and Non-members $15,
and 5) that HMA strive to publish a roster or Directory of Hawaii
Physicians on an annual basis if financially feasible.

In accordance with the previous adoption by the House of
Delegates of the Strategic Planning Task Force Recommendations
on Commission/Committee structure the Commission on Member-
ship Services was dissolved. The Public Affairs/Media Response
and TV-Radio Committees were combined into one new committee
titled “Awards/Media Committee” and placed under the Internal
Affairs Commission. The Insurance Committee was placed as a

subcommittee under Membership Benefits Committee under the
Internal Affairs Commission. The Insurance Committee recommen-
dations were: 1) That HMA continue to work with Frank B. Hall &
Co. in exploring ways to increase member participation in the

“Protection Plus” program and 2) that the HMA continue to

pursue exploration of establishing an Endowment Fund. The
Japanese Speakers’ Bureau will become a subcommittee under a
main committee titled ‘‘Speakers Bureau” which is under the Com-
mission on Community, Professional Relations, and Peer Review.

COMMISSION ON PEER REVIEW: The reports of the Peer
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( IMPROVE Your MEDICAL BILLING

With

MIBS
MIBS provides unique advanced features for improving your cash flow, reducing your
receivables, increasing your staff’s efficiency, and providing comprehensive management
information. MIBS is a total in-house system utilizing the latest IBM Personal Computer

or to help you automate your office. MIBS is designed for Hawaii’s Physicians
including extensive capability for HMSA and other insurance claim processing. This system
offers the following advantages:

Improve Cash Flow
System improves cash flow through daily billing

which reduces time between service and statement,

statement dunning messages based on account age,

and collection aids.

Track HMSA Claims
Track and automatically resubmit outstanding DSS
and HMSA participating claims, audit payments and
adjustments to insure accurate reimbursement, sub-
mit HMSA and DSS claims electronically, and analyze

payment patterns.

Automate Medical Office
MIBS interfaces with popular word processing,

spread sheet, and database packages allowing the

physician to automate office functions.

Provide Flexibility

MIBS was designed to provide the user with exten-
sive options so that the system can be "customized"
without any additional programming.

Improve Productivity
Productivity is improved through daily billing

which evenly spreads the monthly workload, on-line

inquiry, efficient claim processing, and easy error

correction.

Provide Management Information
MIBS reports include account aging analysis, pro-

duction analysis, procedure utilization, credit

balance accounts, diagnosis utilization, and re-

ferring physician analysis.

MIBS: MEDICAL INFORMATION and BILLING SYSTEM
PPMS supports MIBS with extensive training, continuous professional support, and prompt
response and service. For more information and a DEMONSTRATION on how MIBS can improve
your medical billing, call BILL LIGGETT at 521-2397.

Pacific Professional Management Systems, Inc.PPMS 1188 Bishop St. Suite 3010 Honolulu, Hawaii 96813 Ph. 521-2397



Review-MIEC, and Maternal and Perinatal Mortality Study Com-
mittee were adopted. The report of the Impaired Physicians’ Com-
mittee was adopted, with amendments to clarify the confidentiality

of this peer review committee. The recommendations of the Com-
mittee were: 1) that the Impaired Physician’s Program be extended

to all physicians in the State, rather than only to members of the

HMA, 2) that all other members of either executive subcommittee

or members of the panels be appointed with the collaboration of the

Chair; 3) that the Council consider the appointment of a part-time

Medical Director of the program as the program becomes viable and

expands; 4) that existing records of the component medical societies

Physicians’ Committee(s) be transferred to the HMA Impaired

Physicians’ Program.

COMMISSION ON PUBLIC HEALTH: The House adopted the

reports of all of the committees under this Commission: the Cancer

Committee and its subcommittees - Clinical Trials Program, and

HMA-Institutional Review Board (IRB); Chronic Illness and Aging;

Communicable Disease; Crippled Children; Jail Health; School

Health; and Substance Abuse/Pharmacy. The recommendation of

the Public Safety Committee: that the Public Safety Committee be

dissolved, and the functions are assumed by the Pharmacy/Toxic

Agents Committee, as recommended by the long-range planning

task force. The Sports Medicine Committee recommendation that

this committee be a standing committee of the HMA so as to

continue to fulfill its overall objectives. The Report of the

CANCER COMMISSION was adopted.

COMMISSION ON SOCIO-ECONOMICS: The reports and recom-

mendations adopted were: Fee Survey Committee: 1) that the HMA
should continue to monitor the level of medical fees as well as the

rate of change in fees in the community; 2) that the HMA obtain the

appropriate computer program and necessary expertise to streamline

the tabulation of the survey results to facilitate extraction of

statistical information from the data.

Medical/Medicaid: 1) exploit the concept of inviting Specialty

Society leadership to highest priority participation efforts, such as

specific lobbying efforts, major 1986 political activities commit-

ment, etc.; 2) develop a core group of committed, dedicated long-

term members who will develop/maintain expertise in

Medicare/Medicaid and will actively lobby, since much of the

subject matter of this committee is modified legislatively, and

implemented by experienced, reasonable people.

Health Planning Committee: That this committee be dissolved

unless a clear need can be established, this was also the recommen-
dation of the Commissioner and the Long Range Planning Task

Force. The reports of the Health Care Cost and Workers’ Com-
pensation Committees were filed.

RESOLUTIONS ADOPTED
Resolution No. 1 (Re: Certified Athletic Trainers)

Resolved, that the Hawaii Medical Association recognize and sup-

port the Hawaii Athletic Trainers Association’s efforts to provide

professional care to participants in organized athletics

Resolution No. 2 (Alternations in HMA Legislative Committee
Voting Procedures

Resolved, that the Chairman of the HMA Auxiliary Legislative

Committee serve as a full voting member of the HMA Legislative

Committee. (The HOD that acknowledged Auxiliary members have

participated actively in the legislative sessions to aid physicians.)

Resolution No. 4 (Re: Medical Malpractice Law)
RESOLVED, that the HMA Medical Malpractice Law Commit-

tee continue to function as a forum for exploration of underlying

and related concepts, and be it further

RESOLVED, that the membership of the committee include hospi-

tal representatives and consumers, and be it further

RESOLVED, that the educational aspects of medical liability con-
cerns be strengthened.

Resolution No. 5 (Relating to Controlled Substances Prescriptions)

RESOLVED, that all prescriptions for controlled substances

(Schedules II-V) specify the number of refills to be given, or specify

“no refill,” and that the quantity prescribed should be written both
numerically and in script. (Point of notation: All prescriptions,

whether written by medical doctors or other professionals, should
follow the same guidelines. The intent of the resolution is to seek

voluntary cooperation in areas which will reduce abuse of controlled

drugs and thus prevent further laws which will specify exactly how
we must write prescriptions.)
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Resolution No. 7 (Re: Industry Accountability for Biocide Use)

RESOLVED, that the HMA encourage the Hawaii State Legislature

to mandate the registration of usage of biocides, including types of

biocides used, quantities used, application schedules and other

pertinent information as might be needed to insure the health of the

public by making its information available to the public in a timely

fashion.

Resolution No. 9 (Re: Attestation Statement)

RESOLVED, that the HMA find the requirement for physicians to

sign the Attestation Statement, whether daily, annually or ever, to

be odious, onerous and superfluous; and be it further

RESOLVED, that the HMA recommend that physicians not be

required to sign any such Attestation Statement; and be it further

RESOLVED, that the HMA officially inform the Health Care

Financing Administration of the federal government, the Hawaii

Congressional Representatives, the American Medical Association,

the Administrators of all hospitals in Hawaii and all Hawaii physi-

cians of these findings and recommendations.

Resolution No. 10 (Re: Support for HAMPAC Activities)

Adopted as amended to read:

RESOLVED, to direct HAMPAC to work with Legal Counsel to

devise a means that would not imperil HMA’s tax status to enable

each member voluntarily to divert 5% of his/her dues to HAM-
PAC.
Resolution No. II (Re: Malpractice Action Plan)

RESOLVED, that the HMA, on behalf of and with the support of

its membership, work toward seeking a solution to this problem by

the following means:

1 . By sponsoring tort reform legislation that will include a cap on
awards for non-economic losses, a change in the statute of limita-

tions for minors, a structural settlement system for fees, a collateral

source rule to avoid duplicate payments and an amendment to the

joint tortfeasor law to ensure that persons only pay their fair share

of negligence and nothing more.

2. By educating ourselves and others so that we can better serve as

advocates for our patients and our community.

3. By contributing to HAMPAC to enable us to support can-

didates who pledge to serve the interests of our community.
4. By a professional monitoring and maintaining of the highest

standards of medical and surgical practice, the avoidance of “mal-

practice” and by involving our parents in the understanding of risk

and the sharing of responsibility in the outcome of difficult and

often hazardous diagnostic and therapeutic procedures.

5. By participating and involving ourselves in legislative action as

suggested in membership newsletters and bulletins, and be it further

RESOLVED, that the HMA Task Force on Tort Reform continue

to identify and utilize all available resources in order to achieve a

solution.

RESOLUTION NO. 12 (Re: Affirmation of Alcoholism As A
Disease) This was adopted after it was amended to read:

RESOLVED, that the HMA’s House of Delegates request that the

Annual Meeting P&A Committee consider for the 1987 annual

meeting sessions on “Alcoholism and Other Chemical Dependen-

cies: Hawaii Medicine Responds”.

RESOLUTIONS REFERRED
RESOLUTION NO. 3 (Re: Physicians Benevolent Fund) was

referred to the Finance Committee and Council:

RESOLVED, that the HMA reinstitute the Physicians Benevolent

Fund to be administered by the Executive Committee of the Council

with the advice of the HMA Physicians’ Committee. Immediate

needs are to be met by voluntary contributions. Referral is made to

the Finance Committee to determine further funding.

RESOLUTION NO. 6 (Re: Use of Hawaii Tumor Registry Data

for HMA Study of Cancer Rates in Hawaii) was referred to the

HMA Council and directed to the Cancer Commission for coordi-

nation with the various agencies, with a report made back to the

Council by April 1986.

RESOLVED, that the HMA undertake and fund a study on cancer

incidence and prevalence in the State of Hawaii, utilizing the data

which has been collected over the past 20 years by the Hawaii

Tumor Registry; and be it further

RESOLVED, that an epidemiologist knowledgeable in these studies

be employed to design and carry out the study, and that he be

(Continued on page 192)

185



Dignity in Dying

Hospice Services on Oahu

A.A. “Bud” Smyser
Contributing Editor

Honolulu Star Bulletin

Why do we have two hospices on Oahu?
That’s a question I’ve heard more than once lately.

Since I happen to sit on the board of one and the advisory board of the
other, perhaps I am qualified to venture an answer.
One part of the answer is a question. Why should we have two hospitals? Or

the two dozen listed in the Yellow Pages? Why do we have more than one of
lots of things?

I don’t think the first question—why do we have two hospices?— would even
be asked if hospice were not such a new concept.
But it is only in the last 15 years that the United States has caught on to the

need for hospices to help terminally ill people have a better quality of life
remaining than they could otherwise.

It is only in this period that we came to the recognition—now shared in
federal legislation—that it is desirable to separate care aimed at curing from
care for people who seem beyond curing.

It takes different mind sets.

If often suggests different surroundings.
And it may best be done with different methods and different personnel.

Cure-oriented doctors and nurs-
es—whose minds go to chemotherapy,
surgery and critical care machines—may
have a hard time recognizing that these

can be only discomforting, intrusive and,

yes, useless to a patient beyond cure.

Bustling cure-oriented personnel may
have a hard time sparing the time to talk

or just hold a hand.

Even the hospital atmosphere and rules

like “no children” and “no pets” may
be all wrong for a dying patient who
would like, above all else, comfort,
friends and familiar surroundings.

It is less than 20 years since a British

doctor-nurse. Cicely Saunders, recogni-

zing that hospitals were the wrong place

for many terminally ill patients, founded
St. Christopher’s Hospice in a quiet resi-

dential district of London.
It is only 15 years since the idea leap-

frogged the Atlantic to the United States.

But the idea caught on rapidly because it

is so essentially right, so essentially hu-
mane. It has advanced to the point that

Congress has approved hospice care as

an alternative to Medicare for patients

with less than six months to live who
elect it.

Now there are more than a thousand
organizations in the United States calling

themselves hospices.

Why have more than one here?

Well, for geographic reasons, obvious-
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But also because it is a new idea and
there are different approaches to it to be
tried and tested.

And probably there are different ap-
proaches that we will want to keep per-

manently. Some heavier on home care
than others. Some hospital-based. Some
in free-standing buildings apart from
hospitals. Some denominational re-

ligiously. Some non-demoninational.
Some appealing to different clien-
teles—linguistically or for other reasons.

There are even different theories about
pain control, an important part of
hospice therapy, and different ap-
proaches to it.

In the hospice field, we can learn and
profit from diversity, even competition,
as we do in other fields.

Why have two hospices in Honolulu?
Only because we can’t yet afford more,
would be my answer.

The two we have are St. Francis
Hospice headed by Sister Maureen
Keleher, the St. Francis Hospital admin-
istrator who first brought the hospice
concept to Hawaii, and Hospice Hawaii.

St. Francis Hospice is out in front. It

has acquired a residential home site in

Nuuanu Valley and in February broke
ground for the construction that will al-

low it to provide 12 patient beds. It is in

the midst of a $1.5 million fund drive.

And its “rival,” Hospice Hawaii, is

cheering it on to its goal.

The new unit will enrich the care St.

Francis Hospice now provides to patients
in their homes and at St. Francis Hospi-
tal.

Hospice Hawaii has no physical plant,

just an office back of the Church of the

Crossroads on Coyne Street. But it has
volunteer doctors with it and a small paid
staff that it hopes to expand to meet
federal and private insurance reimburse-
ment standards, including 24-hour-a-day
availability of nursing care.

Like St. Francis, it also mobilizes

teams of volunteers to assist families car-

ing for dying patients. It has no near-

term ambitions at all for a patient care

building of its own. It will concentrate on
home care and use existing hospitals

when hospitalization is necessary.

The two programs have the same goals

of helping not only the patient but those
around them—family and friends—to

cope with the drama of a life ending.

But I am sure they will evolve in dif-

ferent ways. And I count that a plus, not

a minus.

We are far from oversaturating the

field. On Oahu, close to 100 people a

month die of cancer, the principal disease

(Continued on page 194)
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It’s true. Because “muscular dystrophy’’ is

the term for a group of twelve diseases—and
no one disorder goes by that name.

Other facts about muscular dystrophy

might surprise you, too. For one thing, the

diseases aren’t restricted to children. Any-
one can he stricken, at any time.

For another thing, the Muscular

Dystrophy Association battles not just the

twelve muscular dystrophies, hut twenty-

eight other neuromuscular diseases, too.

At MDA, we’re striving to put an end

to all the devastating disorders you used to

think of as muscular dystrophy.

And one day—we’re determined—this

chair will he empty for real.

MDA
Muscular Dystrophy Association, Jerry Lewis, National Chairman



James Foss Fleming MD
This white-haired, short, slightly chub-

by, unflappable and pleasant man lives

on Maui. He has lived there all his life,

together with his progenitors before him;

some of his progeny also live there. Jim

and Betty are inseparably married for

going on 53 years.

James Foss Fleming MD of Waikapu,

Maui, has been in active general practice

for over 50 years. The Hawaii Chapter of

the American Academy of Family Physi-

cians, of which he is a member, honored

him at its annual meeting on February

22.

Jim was born on Christmas Eve in

1908 in a plantation hospital; he was

delivered of his mother by Dr. McCon-
key, the physician retained by the Maui
Agricultural Company and Paia Sugar

Mill, in Paia on the slopes of Haleakala.

Jim’s father, David Thomas Fleming
— known as “DT” — had come to Maui
as a boy of 9 together with his parents

James W. and Effie Fleming in 1889

from Scotland. The elder Flemings had 5

children ages 12 and under. They had

found it very difficult to make a living as

farmers in that austere northern Scottish

environment. Consequently, when a

world-traveling cousin who came to visit

them and extolled the joys of living in

paradise in the Sandwich Islands, they

decided to pull up stakes and emigrate to

the Promised Land. This meant not only

crossing the Atlantic, but also a long

journey across the western half of Ameri-

ca by train with five children and all their

belongings. James W., Jim’s grand-

father, was to become the manager of

Grove Ranch in Makawao on Maui. The
family crossed the Pacific ocean by

steamer and on landing at Kahului were

escorted immediately up to the ranch,

leaving their baggage on the pier to be

brought up the next day by ox cart.

However, that night a fire broke out on

the pier and the Flemings lost everything

except the clothes on their backs.

Jim’s father grew up on Maui and

became a teacher, but at age 30 was

chosen by Henry P. Baldwin to be man-
ager of Honolua Ranch, Dairy and Cof-

fee Company West of Lahaina.

Jim’s mother, Martha Foss Fleming,

had come with her brother John Har-

rison Foss, an engineering instructor at

Stanford who was recruited by Baldwin

to design a ditch to bring water from

East Maui to the parched central plain.

Martha got a job as a bookkeeper at the

Honolua Ranch and thus came to meet

DT and marry him.

They had six children, all of whom are

living. Our Doctor Jim was the firstborn,

followed by Bruce who is a cattle rancher

on Maui. Then came a sister, Eufence

(Vockrodt) who is a grower of carnations

in Kula. Then there’s David A., owner of

the Shoreline Transporation Company in

Lahaina, a sister Marion (Holley) in Se-

attle and the youngest sister Jessie (Rea),

a dance teacher in Washington DC.

Jim got his secondary education first

at Maui High, then at Lahainaluna, fi-

nally at the Montezuma School in Los

Gatos in California and from there to

Stanford University. He graduated with a

BS in 1930 and matriculated at the medi-

cal school in Palo Alto but interrupted

his studies in order to spend a year at the

University of Kansas in Lawrence, Kan-

sas. He returned to Stanford Medical

School and finished in 1934, but did not

receive his MD degree until the comple-

tion of his internship at Queen’s Hospital

in Honolulu in 1935. Actually, he had

only 3 years in medical school but 1-1/2

years in his internship.

Jim had met Betty while at Stanford

and they were married in 1932. She was a

Hunt from Palo Alto; her grandfather

John Hunt was a Superior Court Judge

in San Francisco, serving for 43 years on

the Bench.

The Flemings had two sets of twin

boys in rapid succession; Jack and Jim

were born in 1933, Ward and Wray in

1934. Jack is now an aviation mechanic

with U.S. Air based in Pittsburgh PA;
Jim is a nuclear engineer at Pearl Harbor
Sub Base; Ward is a landscape architect

in Victoria BC and Wray is a profession-

al pilot with Valley Isle Aviation on
Maui. Jim & Betty have 11 grand-

children.

Doctor Jim first hung up his shingle on
Kauai as locum tenens for Marvin Bren-

necke MD, serving at the Eleele McBryde
Sugar Plantation hospital and also at the

Koloa plantation hospital. His salary was

an astronomical $300 a month!

After a few months of that, the young
doctor and family came back home to

Maui to assist William Dunn MD at the

Pioneer Plantation and Sugar Mill hospi-

tal in Lahaina. The two plantation docs

also took care of the employees and their

families of Baldwin Packers Ltd Pineap-

ple Company.
The growing of pineapple commercial-

ly on Maui had started at Haiku not long

after James Dole introduced it on Oahu
at Wahiawa, and later on Lanai. Baldwin

Packers used the pulapula (shoots off the

air plant’s stem) from Haiku to start the

plantation at Honolua (Doctor Jim’s

father DT had been made manager of

that enterprise too.)

During this period, Jim also opened a

private office in Wailuku and was made
plantation physician for Baldwin Pack-

ers. He was thus able to hospitalize pa-

tients both in Lahaina and Wailuku at

the Malulani hospital. However, a year

later he moved to Paia and became as-

sistant to “Rocky” Rothrock MD at the

Maui Ag hospital, giving up the Lahaina

and Wailuku practices.

One year later, on the first of January

1942, Jim went on active duty with the

AUS, three weeks after Pearl Harbor was

bombed (he had been in the reserves for

6 years). His first duty station was at the

Japanese Hospital in Honolulu (now

known as the Kuakini Medical Center),

which was designated Provisional Army
Hospital No. 3. During the 6 months

there, Jim was chief of surgery. The next

year he served as the Commanding Of-

ficer of the U.S. Army Hospital, Lanai

Annex, on that isolated island. This was

followed by a tour of duty with the 4th

Tank Battalion, newly returned from the

assault on the Marshall Islands for rest

and restructuring at Schofield Barracks

on Oahu.

Jim’s final home with the AUS was as

battalion surgeon with the 108th Infan-

try, 40th Division, which went overseas

first to Guadalcanal, then on to New
Britain as the U.S. Armed Forces moved
up the island chain towards Japan. A
year later, on January 9, 1945, Jim went

ashore at Lingayen Bay in the Philippines

two hours after the U.S. Navy had laid

down a thunderous and prolonged bar-

rage of shells and bombs and one day

before 5-star General Douglas “I have

returned” MacArthur strode through the

shorebreak of surf and up onto the

beach. Jim chuckles as he says that the

Japanese had evacuated the area 2 days

before the barrage.

The 108th came under fierce fire a

month later in their slow advance

towards Clark Airforce Base that took 3

weeks. The command was then given the

task of securing Masbate Island, which

they did, and then on to the campaign on

Mindanao. Unwounded, Jim finally suc-

cumbed to a virulent form of hepatitis

that lingered, such as to warrant his evac-

uation by stages to Letterman General

Hospital in San Francisco in July of

1945. He recovered ultimately and was

mustered out at war’s end shortly after

the atom bombs were dropped on

Hiroshima and Nagasaki.

Meanwhile, wife Betty and the two sets

of twins ages 8 and 9, given the choice

early in 1942, elected to return to Cali-

fornia on the U.S.S. transport Republic.

Reunited with the father, the family re-

turned to Maui to their home in

Sprecklesville on the beach shortly before

the April 11 Tsunami. The house was

moved off its foundations and wrecked

as the Flemings escaped harm. First the

long war and then this!

Jim went into solo private practice af-

ter World War II, first in Wailuku and

much later in Kahului. He closed his

office 35 years later in 1980 and since
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REAL ESTATE
OPPORTUNITIES

Honolulu Tower # 207

Tor Ihe buyer tHo docs not like heights this 1

bedroora a must to see with its garden setting

(Sellers are vers- motivated and are willing to extend

an assumption of their A/6 Tilh a small down Unit is

tenant occupied for an investor who wishes a turn

key situation Fee 6implc $120,000

David Inafuku (D)

siArk
(808) 944-8744

NEW! NEW! NEW!

1438 Auwaiku St. Kailua

35,800 sq. ft. FEE SIMPLE!!

Two Story 4 bed 2V2 bath with a SPARKLING POOL
Approx 3,000 sq ft. unijer roof of spacious living Formal
living and den Large nioderh pat-in kitchen Plush new
beige carpeting and fresh paint! Fully landscaped and
automatic garage Lots of storage rbom and yard Ideal

quiet location on a cul-de-sac of elegant homes Super
VIEWS OF ENCHANTED LAKES AND OCEANS
$249,000 IS a real steal! Subdivision is a real possibility

Hurry before its sold'

JOHN AND CHU LAN SHUBERT (R)

537-6510 m
SHUBERT PROPERTIES «c 538-3500
> 160 Btshoo Sireei Suite 2801 • Hooduiu. Hawaii 068 1

3

MLS

NUUANU
Perhaps you have dreamed that in your life time you

would have the rare opportunity to live near a waterfall,

In a forest of giant trees, with green lawns stretching to

a stream, in a private, secluded & secure environment

within 10 min of downtown. Seller/REALTOR

'ONE OF A KIND. AN ABSOLUTE DISCOVERY'
4 Bdrms

,
3 baths $590,000 FEE MLS 14366

Nancy Maxwell (R) 373-3240

dolman
associates «
REALTORS
531-6488

MALAEKAHANA BEACH RENTAL

IF YOU LOVE THE BEACH...
IT’S JUST STEPS AWAY!

NOSTALGIC ECHOES sound as you walk
through this superbly spacious older home
with high ceilings — marvelous rooms —
deck with spa. Six bedrooms, three baths —
or home with guest quarters — family room.
16,359 sq.ft. Fee $310,000. MLS 2172S

Fran Britten (R) 261-2229

SPLENDID PRIVACY — behind a gracious
white wall with colorful bougainvillea, a

wonderful lawn for voUeyball. Beach right-

of-way. Three bedroom, two bath home
with fomily room and country kitchen, lanai

for entertairung. Fee, $285,000. MI£ 71477

A1 Smith (R) 261-6190

LTD.. REALTORS
25 KANEOHE BAY DRIVE
KAILUA. HAWAII 96734
Telephone 254-3521

Rent a luxurious 6 bedroom 4-bath home at Malaekahana Bay
This exquisite estate is one of the most beautiful country

rentals on the North Shore and is perfect for a two-family

vacation The property can sleep up to 16 people and includes

a car, paddle tennis court and outdoor spa overlooking the

ocean Call for brochure $1,500 min. per week.

Nancy Bathen (R) 395-4565

HILL & CO.
specialists in fine residential properties

HONOLULU
373-9844

WHAT TURNS^\
| /

YOUON...-^'"'

A Kahala Fixer-Upper?

4568 AUKAl AVE.
3 Bdrm., 2 bath.

$295,000 (L)

Old Hawaii Charm and Ocean Breezes?

45 NiUlKl CIRCLE
4 Bdrm., 3 bath, $275,000 FEE

Sparkling New with View?

513 MAONO LOOP (Hawaii Loa Ridge)

3 Bdrm., 2.5 bath. $448,000 FEE

LIGHT UP YOUR LIFE! with

SPENCER/SEWELL REALTY, INC.
975 Kapiofani Blvd (808) 537-551

1

Earl Thacker Lt(d.
SINCE 1930, a TRADITION in HAWAII'S REAL ESTATE INDUSTRY

HEAVENLY HANA

6 Room home nestled high on an ocean cliff

A place designed for comfort and aesthetic

pleasure, but in harmony with the natural beauty

that surrounds it. Quiet elegance with a true Hana
heart. Panoramic view. 1.42 acres Fee Simple-

2700 - sq/ft under roof $850,000

Barbara Thompson (R) 373-3448
Susan Thacker (RA) 732-3632

Co-Listor Rae Lindquist (R) 248-7002, Hana.

2222 Kalakaua Avenue. Suite 1415. Phone 923-7666

SCULLY ROGERS LTD.
2130 LATTKAHI — WAUUJl£ IKI V $379,000
New home. New Price. Fee Simple 3 Bedroom, 2 bath.

Gourmet kitchen. Family room with cozy fireplace. Room
for pool. Great views.

1766 HANAHANAI PL. — WAIALAC ai iv LOT
$200,000

11,556 Square feet on protected side of ridge. Quiet ciU-

de-sac in area of new homes.

25 KAILUANA — KAILUA BEACHFRONT
$895,000

38.3^ Sq. ft. at famous beach. Fee simple 4 bedroom.

Prime. In area of custom homes.

2161 KALIA ROAD — WAamu beachfront
$225,000

2 Bedroom comer unit on white sand beach. Owner can

carry. Excellent Vacation Rental.

55-665 KAM HIGHWAT ~ LAlE BAT .. $595,000
Hukilau beachfront. 6 Bedroom, 4 bath home. 25.086 sq.

ft. fee simple lot. A great buy.

846 MOKULUA DR. — LANIKAl BEACH
$949,000

Nearly new home. 4 Bedroom. Fee simple and the tour-

quoise waters of Lanikai. Amenities!

( 922^622 • 395-6524
2223 Kalakaua Ave.. Suite 713, Honolulu, Hawaii 96815

NORTH SHORE

GREAT BUY FOR A HUl
BEACH FRONT DCPLEX 6 bedrooms, 2

baths, large deck, fenced yard. A wonderful

retreat from the hustle & bustle of the city.

Enjoy the beachfront unit while the second unit

helps pay for the mortgage. Excellent fishing,

swimming & boating. Near Mokuleia Polo Field,

shopping & transportation. Fee Simple $230, (X)0.

AAorianne
Abrigo, Properhes

P.O Box 867, Haleiwa, Hawaii 96712 637-3511



REAL ESTATE
OPPORTUNITIES

HAWAIIAN TRADITION

ISLAND OF HAWAII

FEE SIMPLE OCEANFRONT ESTATE
A rare opportunity! Here’s a beautiful new country house, coupled
with the income-producing potential of a macadamia orchard. Located
on the Hamakua Coast at Laupahoehoe, noted for its rich, deep soil,

we offer almost 12 acres of prime property, which even has its own
private fresh-water swimming hole. The house itself is spacious and
gracious; only one year old, with blue water views from just about
every room. Gourmet kitchen, luxury bathrooms, county water and all

you need for sophisticated country living.

Offered finely-furnished at $850,000

and Agscx:iatc6.

Aina Haina Shopping Centre, Suite 126

820 W. Hind Drive, Honolulu, HI 96821 • (808) 373-9869

Enjoy the cherished seclusion of your own private home.

Expansive covered lanai, lush gardens with tropical

plants are the perfect backdrop for swimming and

paddle tennis. You'll enjoy the sauna, cabana with

wet bar and full bath, guest quarters and BBQ area.

A tall perimeter wall insures the utmost privacy.

The choice is yours $475,000. LH.

Call: Ginny Sprinkle (R) (808) 735-7888

Ontu9^ KAHALA HALE, INC.
4747 Kiiauea Avenue, Suite 212

I® Honolulu, Hawaii 96816

COMMODORE
Prestigious address — 555 Hahaione St. — offers a

PENTHOUSE in full sense of the word! Dramatic high

ceilings, expansive rooms, over 3200 sq. ft. luxurious

two-level living. 3 Bdrms w/2 separate entrances,

central A/C, 3 parking stalls. Spectacular tiled

courtyards & lanais with all-encompassing VIEWS of
land & sea. First Class amenities. A rare opportunity to

own such a unique & incredibly-priced residence in

Hawaii Kail MLS22196 $375,000 (L)

KAREN WINTON (R) 395-4992

BOB DAVIES (R) 396-6631

CLORin DRMRON RSSOCIRTES INC.
KAHALA OFFICE HAWAII KAI OFFICE

732-1414 395-7522

COUNTRY PEACE AND QUIET

If there's an artist inside you begging to come out, see this custom
built beachfront of over 2,000 sq. ft. on 1.84 acres. Ocean and mtn
views from 3 bdrms, 2 baths, dining and family rooms, den/study,

and artist’s loft. Quiet, serene, secluded.

$499,990 (L) Aleta Webb (R) 942- 1 860

OTHER BREATHS OF FRESH AIR
Mokuleia Beach Colony dbl cottage, beach, pool (FS) $179,000

Haiku Plantations lush, large, private. Reduced. (L) $274,000

Kaneohe Bayfront 3 bdrms on 13,000 sq. ft. (FS) $369,500

Kauhale Beach Cove boating, fishing, 2 bdrm (L) $115,000

Kaneohe Bayfront 11 rms, pool, spa, boatdock (FS)... $549,500

CooleyDew
Where Real Estate is an Art.

333 Queen St. • Suite 710 • Honolulu, HI 96813
A Real Estate Corporation

(808 )
524-2844



then has been practicing on a part-time

basis out of his home and car, making

house calls on his long-time patients that

refuse to go elsewhere for their medical

care.

Professionally, Jim was made chief-of-

staff at Malulani Hospital 1948-1950. He
did stints as a medical missionary at the

American Baptist Hospital in Assam for

3 months each in 1950 and 1963, as well

as 3 months at the United Church of

Christ Hospital in Rhodesia. In 1969 he

served 3 months in Laos with the Tom
Dooley Foundation and another 3

months in 1980 in Singapore for “World
Vision.” He has been a member of the

AMA, HMA and MCMS for 50 years

and joined the Hawaii chapter of the

American Academy of General Practice,

now the AAFP, in June 1952.

Extra-professionally, Jim served Ha-

waii as a member of the Territorial

Board of Education in the late 1950s by

appointment of Governor Samuel Wilder

King. Jim has been, and always will be, a

staunch Republican. He was elected as

such to the State Senate from Maui and

served 1964-1968. A year or so ago, he

and Betty were invited to meet Nancy
Reagan at the White House as one of a

few select group of outstanding families

in the U.S.

Jim earned his license as a private pilot

of small aircraft in 1946 and has flown

all over the islands since then, including

trips to isolated Hana-Maui to take care

of the sick and the occasional emerg-

encies during periods when Hana had no
resident physician there (it would have

taken 2-1/2 hours by car from Wailuku
one way!). He can also boast of the

distinction of being one of the few, if

any, who ever landed a small plane on
Kahoolawe’s non-existent airstrip — a

dusty flat place — except that he flipped

the plane upside down and was air-

shipwrecked and marooned till rescued,

unharmed.
Despite suffering a retinal detachment

in one eye with loss of vision in it in

1973, Jim has hardly slowed down.
Besides seeing his patients in their homes,

he attends hospital meetings at Maui Me-
morial, is busy with volunteer work for

the YMCA and the Salvation Army. He
and Betty have been pillars of the

News S.
Notes

Henry N. Yokoyama, M.D.

Hors de Combat
In August, state deputy attorney gener-

al George Yamamoto resigned as head of

the Medicaid Fraud Unit. Yamamoto
had been director of the unit for 3 'A

years and his last felony conviction was
of an optician who had billed $7.75 for

two pairs of nosepads, to which Gov.

George R. Ariyoshi commented: “Very
candidly, this one bothers me.” Another

optician was on trial and four others had
been indicted for similar fraud charges

involving $4 nosepads. The Medicaid

Fraud Unit has a staff of seven in-

vestigators and two attorneys and an an-

nual budget of $660,000, which is 75%
federally funded. “A person’s honesty

does not depend on how much he

steals,” Yamamoto said, “but whether

he steals at all.” (Shades of Islamic

law. . . .)

Health Care Plan is described as a

“hybrid PPO” — a joint venture be-

tween Health Care Management Group
Inc. of Hawaii and Transamerica Oc-
cidental Life Insurance Co. of Los An-
geles. Robert Goldman, Transamerica

vice president, says: “Doctors and hospi-

tals would be encouraged to cut costs

without cutting the quality of care. With
most health plans, doctors and patients

are adversaries. Now everyone is on the

same side, working to keep costs down.”
A nucleus of 15 physicians has put in

$100,000 so far and the group has 75

participants. Russell Stodd, HMA presi-

dent, says, “a system that rewards pa-

tients for going to certain doctors implies

those doctors are good and the others are

bad. I would think that it would be ex-

tremely difficult for someone to come in,

competing with HMSA and Kaiser, and
market this type of program without of-

fering discounted fees, and I fail to see

how doctors could benefit from that.”

(Hear! Hear!/ec/.J

Thomas Tracy, chief operating officer

of the new management group, says he

expects opposition to the concept from

doctors who resent business being in-

jected into the practice of medicine.

“What we’re trying to do is change the

rules of the game,” Goldman says. “Our
task now is to have the employee start

making the decisions about his health

care.” (As Frank Rogers, California

AMA delegate chief, declared: “Ev-

eryone but the physician is trying to prac-

tice medicine.” Will someone kindly ex-

plain to us how one goes about main-

taining quality of care through cost-con-

tainment? Human lives are at stake.

/ ed.)

UH microbiologist Roger Fujioka re-

ports that certain bacteria that can cause

human diseases are found in high con-

centrations in or near polluted waters in

Hawaii. Nine species of Vibrio that cause

diseases in people and five or six other

species that affect fish and marine

animals have been identified.

The Vibrio are found at all swimming
beaches but they are usually not abun-

dant because of low concentration of

nutrients in the ocean water. The highest

concentrations are in harbors and
streams that are nutrient-rich with sew-
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Wailuku Union Church (UCC) for the

past 40 years. They have traveled ex-

tensively together and Jim has been tak-

ing small tour groups to the Orient some-

times. He and grandson David James

Fleming, Santa Clara U. student, once

had an adventuresome trip on the Trans-

Siberian Railway from Nahodka to

Southern USSR and into Afghanistan.

This scion of a Maui family of several

generations has lived a very full life of

service to his community and to his coun-

try as a physician during a span of time

that has seen a tremendous change in

Hawaii and in the world. When asked

what would he advise a young person

contemplating entry into the medical

field, Jim opined that he would not en-

courage him or her to become a doctor.

“The practice of medicine has lost its

charm,” Jim says. ‘‘Most people
nowadays go to see a physician as they

would to a shopping center. The doctor

of today is not one to assume total re-

sponsibility for the welfare of his pa-

tient.”

J.l. Frederick Reppun, MD

age, runoff from land, or have poor

circulation, e.g. Honolulu Harbor, Pearl

Harbor, the Ala Wai Canal and Kahaluu

Stream. Francis Pien, Straub infectious

disease specialist, has documented and

published information on Vibrio infec-

tions of swimmers and surfers. . . .

Author, physician and nutritionist John

McDougall advocates cutting fats from

the diet altogether: no red meat, no
poultry, no fish, no dairy products, no

fats (both saturated and unsaturated),

limited amounts of beans, peas and other

legumes, lots of fruits, brown rice,

potatoes, whole grains. Our favorite

medical writer, Pat Hunter, canvassed

local physicians for their views: Honolu-

lu Medical Group president Richard Lit-

tenberg says, “He has a lot of provoca-

tive ideas about diet and health. John has

done his homework. Epidemiological

studies and other research support a lot

of what he says. Still he does . . . some-

times overstate things in order to drive a

point home.” Fred Gilbert: “At some
time or other, everything that becomes

accepted as truth in medicine has been a

minority view — often held by physicians

whom colleagues regarded as ‘off the

wall.’
”

Miscellany

A young man was playing baseball,

when a line drive popped his left eye out.

His father, a master craftsman, made a

beautiful wooden eye, which was a per-

fect fit. The young man, shy about his

defect, attended a dance where everyone

was dancing except a girl with a slightly

deformed upper lip. He summoned his

courage and asked, “Would you like to

(Continued on page 195)
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SUMMARY (Continued from page 185)

funded for this project out of HMA funds; and be it further

RESOLVED, that an ad hoc committee be appointed by the HMA
president to oversee the design and implementation of the study,

together with at least two members of the Hawaii Tumor Registry,

two members from the HMA Council, epidemiologist, a public

health professional and other interested parties; and be it further

RESOLVED, that the study shall be conducted over a period of one

to two years; and be it further

RESOLVED, that the results of this study shall be published in the

Hawaii Medical Journal after due critical review.

RESOLUTION NO. 8 (Re: Hawaii Hospital Medical Staff Com-
mittee) was referred to the HMA Bylaws Committee for further

review to reflect the amendment made to change “Committee” to

“Section”.

RESOLVED, that the HMA Bylaws be amended to create a Hawaii

Hospital Medical Staff Section.

The HOD next heard the report of the NOMINATING COM-
MITTEE
The Nominating Committee presented the following slate of

nominations for the posts below:

President-elect Nadine C. Bruce

Walter W.Y. Chang
Robert C. Clingan

Treasurer Manas K. Ghosh
Allan R. Kunimoto

AMA Delegate William H. Hindle

Calvin C.M. Kam
Alternate AMA Delegate Russell T. Stodd

(President-elect)

Speaker of the House Leonard R. Howard
Milton H. Howell

Vice Speaker of the House Peter M. Kim
Alexander Roth

Councilor from Hawaii Ernest Bade
Maui Dennis Fu

West Hawaii Minolu Cheng
Councilors from Honolulu H.H. Chun Russell Hicks

Kenneal Chun John Kim
Robert Clingan Charles Yamashiro

Philip Hellreich Joseph Young
Robert K. Childs

Resident Physician Delegate

to the House Peter McNally
Medical Student Delegate

to the House May Okihiro

Jeffrey K. Okamoto

Nominated from the Floor of the House for Councilor from
Honolulu were: Gladys C. Fryer and Stephen Wallach.

Those elected were:

President-elect Walter W.Y. Chang
Treasurer Allan R. Kunimoto
AMA Delegate Calvin C.M. Kam
Alternate AMA Delegates Russell T. Stodd

Walter W.Y. Chang
Speaker of the House Milton H. Howell

Vice Speaker

of the House Peter Kim
Councilors from Honolulu H.H. Chun

Kenneal Chun
Gladys C. Fryer

Philip Hellreich

Russell Hicks

Charles H. Yamashiro

Resident Physician Delegate

to the House Peter McNally
Medial Student Delegate

to the House May Okihiro

The members of the Nominating Committee for 1986 were then

elected as follows:

(Continued on page 202)
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PHYSICIANS
Your Army Reserve Personnel Counselor

would like to talk to you about the followins

opportunities in the US Army Medical Department:

PART-TIME INCOME CONTINUING MEDICAL EDUCATION
RETIREMENT POTENTIAL ATTENDANCE AT AMA CONFERENCES
POST EXCHANGE PRIVILEGES TRAINING AT U.S. ARMY HOSPITALS
INSURANCE DISCOUNTS ALL PAID FOR BY THE US ARMY RESERVE

Major Arlon B. Gage, MSC
USAR AMEDD Procurement

Tripler Army Mecdical Center

Honolulu, HI 96859-5000

Call Collect; 808-836-7924

Many groups TALK about building a better Amerlca-

The Army Reserve WORKS at It.
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Cont;inuing
Medical
Education

CALENDAR OF ACCREDITED
EVENTS-CATEGORY 1

Accredited Programs of CME allow one unit of AMA credit for

each hour of instruction excluding all “breaks.” Some programs

also are accredited for AAFP pre.scribed credit.

LOCAL ACCREDITED PROGRAMS
ONGOING

For a complete list of ongoing programs, please refer to the

March 1986 issue of the HAWAII MEDICAL JOURNAL. Fur-

ther information is available through the individual institutions

or through the HMA’s CME Department.

SPECIAL EVENTS
All special events should be confirmed with the CME program
sponsors, as cancellations are not necessarily reported to the

HAWAII MEDICAL JOURNAL.

May 1-4, Timely Topics in Pediatrics, AAP-Hawaii
1986 Chapter, Joseph Young, MD, 1507 S. King St.,

Honolulu 96826, (808) 947-3024. Location; In-

terContinental Maui.

May 25- Acupuncture Research Update, co-sponsored by
June 8, the School of Public Health, Dr. Julia Tsuei,

1986 MD, 1380 Lusitana St., Suite 512, Honolulu
96813, (808) 536-2188. Location: Several cities in

China.

June 7-14,

1986

Emergency Medicine Conference, Dr. Gayl

Anderson, MD, director. Department of Emerg-
ency Medicine LAC-USC Medical Center, Los
Angeles, Calif. 90033, (213) 226-6667. Location:

Waiohai.

July 7-12,

1986

XVlll International Congress of Pediatrics,

American Academy of Pediatrics, 141 Northwest

Point Rd., P.O. Box 927, Elk Grove Village, 111.

60007, (312) 228-5005. Location: Honolulu.

July 13-16,

1986

Allergy and Clinical Immunology for Primary
Care Physicians, Dr. R. Michael Sly, MD, Chil-

dren’s Hospital National Medical Center, 111

Michigan Ave. N.W., Washington, D.C. Loca-

tion: Hilton Hawaiian Village.

Aug. 1-6,

1986

Presymposium Workshop, (in association with

Aug. 10-15 Symposium), Southern California

Neuropsychiatric Institute, Stacey W. Grace, as-

sociate program director, 6794 La Jolla Blvd.,

La Jolla, Calif. 92037. Location: Stouffer’s Wai-
lea Beach Resort, Maui.

Sept. 15-18,

1986

The Asia-Pacific Refractive Surgery Seminar,

Dr. Gilbert Yamamoto, Ophthalmology Divi-

sion, Suite 401, 321 North Kuakini St., Honolulu

96817, (808) 531-5993. Location; Kyoto, Japan.

Oct. 18-25,

1986

Operative Arthroscopy, Janet Frank, assistant

director. Continuing Education in Health Sci-

ences, UCLA Extension, 10995 Le Conte Ave.,

Room 614, Los Angeles, Calif. 90024, (213)

825-8423. Location: Maui.

(Continued on page 202)

Sai^o’s Prescription
For Perfect
Copies.
THE SFT-600.
This small but mighty copier is indis-

pensable for duplieating invoiees, records

and correspondence. At the touch of a button

it makes dozens of 8V2 x 11 ineh eopies

—

black,

red or blue in just seeonds. And for the medieal

professional on the go. it's so light and eompaet you
ean earry it with you anywhere!

Prieed to please at an affordable $675, whieh includes a free car

fridge which will give 5,000 free eopies, eartridge value $99.

®SANYO® -inyti Diistt'ess SystJ'ni.sCxiriJonitK !

'

Sanyo Appliance & Electronic
1610 Hart Street

Honolulu, Hawaii 96817

Phone 841-0151

SERVCO A DIVISION OF SERVCO PACIFIC INC
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EDITORIALS (Continued from page 172)

agement, psychosocial support and bereavement services.

According to the Joint Commission on Accreditation of

Hospitals, there are approximately 1,345 U.S. hospices.

About 40 percent are owned by hospitals, another 40
percent are independently owned (not owned by any other

institution or agency), approximately 22 percent are run
by home health agencies and the remainder are operated

by long-term care and psychiatric facilities or are govern-

ment sponsored. A hospice may be a free-standing facili-

ty, a unit of a hospital or other institution or simply a

program of a hospital, agency or institution.”

We asked A.A. “Bud” Smyser, Contributing (and per-

ipatetic!) Editor of the Honolulu Star Bulletin if he would allow

us to reprint his recent (2/24/86) Star-Bulletin article Hospice
Services on Oahu, in this issue of the JOURNAL, and he has

graciously given permission to do so.

Bud describes the current status of hospice in Hawaii —
something all practicing physicians should be aware of.

From having listened to sister Francine Cries, who has been
generally in charge of the St. Francis Hospital hsopice program.

We learned a lot about it. Referral of a patient to the program is

ultimately done by the attending physician, although the move
from acute or extended care can be initiated by the patient’s

family or a social agency.

The intent of hospice is not to accept one who will die in a

few days; that misconception, analagous to the private cubicle at

the end of a 40-bed ward of the “old days,” has led many a

non-informed attending to steer his patient away from hospice.

The intent, on the contrary, is to present as pleasant and home-
like an environment as caring service can provide for a patient

who might very well hang on to life for at least 30 to 60 days, or

even for 6 months.

It is understandable, therefore, that “hospice” is best served

in the patient’s own home; there are many practical obstacles to

this arrangement, however.

Hospice can be practiced in a hospital setting; St. Francis
Hospital initiated the program by the allocation of a single or

several beds in the acute care unit, dispersed or together,

depending on the hospital census. “Hospice,” as a concept, can be
applied anywhere.

Neither is it the intent of the hospice program to find a way
around the moral and ethical interdictions against euthanasia; it

is not a place where “plugs can be pulled” with impunity.

Death with dignity is what hospice has as its goal, in a setting

where apprehension, anxiety and depression can be relieved,

where pain can be ameliorated in an unstructured and non-rigid

regimen, and where the burden of cost of a prolonged demise
can be lessened.

Early in 1984, the Medicare authorities allowed for hospice
care reimbursement. What does this mean to the patient and his

family? In exchange for giving up the usual benefits of Medi-
care, the patient “signs up” with hospice and is provided total

care at no expense to patient or family. The hospital or program
is given a set amount of dollars, a capitation fee, for the hospice
care of that patient, by Medicare; this payment covers only part

of the cost. The program underwrites the balance.

However, this is not an irreversible arrangement; if the patient

needs it, he can be transferred out and back into acute care for a

period of time, and even repeatedly, during which hospice is

temporarily terminated and the patient again becomes eligible for

medicare benefits. There is also a provision for “respite” or

brief hospitalization from care at home, to give the family some
“time off.”

Sister Maureen Keleher, Administrator of St. Francis Hospi-
tal, has been given accolades from many sources for bringing

hospice to Hawaii; the JOURNAL is glad to be added to the

list. It commends, also. Bud Smyser and his late wife Betty, for

their persistence in helping the concept grow in Hawaii.

J.I. Frederick Reppun, MD

CLASSIFIED NOTICES
To place a Classified Notice call Margie at 521-0021. Cost is $3.75 per line plus 4 percent state tax, 4 line minimum,
approximately 5 words per line. Payment must accompany order.

REAL ESTATE

Unique Medical Clinic
Consisting of 8,215 sq. ft. with 48 parking
stalls. Complete with its own lab, x-ray,
pharmacy, filing room & many examin-
ing room, etc. Great opportunity for in-

vestor or group of doctors wishing to

own their offices. Can be sold sepa-
rately. Medical equipment & furnishings
available. Owner will lease back IF de-
sired. Price to sell. Melissa Wong (RA)
595-7133 or Bob Sturdivant (R) 395-7931.

BRADLEY PROPERTIES 523-0456

NOTICES AND ANNOUNCEMENTS

Do you own, manage or control com
mercial property in an area where
parking is in demand?

If so, let us show you how to create
income with paid parking.

We offer free consulting and design
services. Call us at 521-4905 for further
information.

DIAMOND PARKING, INC. Professional

parking services in Hawaii since 1971.

BUSINESS OPPORTUNITIES

HAWAII
Ongoing successful Plastic Surgery prac-
tice is available as of July 1, 1986. In-

cludes Honolulu office of 1,350 sq. ft. in

exclusive location, suitable for two physi-

cians, plus a centrally located free-

standing surgical facility of 1,700 sq. ft.

(certified by third-party carrier), plus re-

ceivables and records. Available together
or separately. Interested physicians can
call (808) 487-7999 or write Plastic Sur-
gery Hawaii, Ltd., 4211 Waialae Ave.,
#204 Honolulu, HI 96816.

ACTIVE MEDICAL PRACTICE FOR SALE
Physician Specialist in Internal Medi-
cine & Gastroenterology plans retire-

ment after 34 years of practice. Please
direct written inquiries to: Code MD,
P.O. Box 2462, Hon., HI 96804.

OFFICES

Kuakini Medical Plaza
Office space to sublease. Terms nego-
tiable. Call 524-5225 or 833-2416 eves.

HOSPICE
(Continued from page 186)

of hospice patients. If they have six

months’ forewarning, that means we may
have nearly 600 people among us more or

less all the time who are considered “ter-

minal.” Our two existing programs to-

gether reach only a small fraction of that

group.

There was a third hospice on
Oahu—Hoa Kokua Hospice Volunteers

associated with the Episcopal Church. It

has disbanded but may re-form without

church affiliation under the name Alpha
and Omega.

There also are Neighbor Island
hospices at Wailuku, Maui (Maui
Hospice), Lihue, Kauai (Kauai Hospice),

and at Hilo on the Big Island (Hawaii

Patient Enrichment). Additional ones are

being planned at Waimea and Kona on
the Big Island. All are coordinated

through a State hospice Network based

in the offices of the American Cancer
Society at 22 North Vineyard Boulevard

in Honolulu.

It is a fair generalization to say that we
are still groping in the hospice care field,

but making progress toward better care;

still far from the ideal in pain relief,

comfort and counsel, but on the right

track. Competition in the field can be a

very good thing.
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NEWS & NOTES
(Continued from page I9I)

dance with me?” She replied, “Would I?

Would 1?” Shocked, he retorted, “Hare
lip! Hare lip!” (As told by Eugene
Matsuyama.)

A young married lady had triplets. She

was thrilled and explained to her girl

friend, “You know that the incidence for

triplets is once in three billion times!”

Her friend was quizzical, “How in the

world did you find time to do your

housework?” (As told by Larry Wong.)

Man and His Genes
In January 1986, Herbert Takaki cele-

brated his 85th birthday. We, his close

friends, urged him to throw a big birth-

day party. At his age, one can never tell

which will be his last. In fact, we want

him to throw one every year.

Now, the obstetrical department of the

University of Hawaii Medical School is

doing exotic experiments on extrauterine

fertilization, artificial insemination, etc.,

for infertile couples. For these un-

fortunate couples, when the male has an

unusually low sperm count or his

ejaculate is immunologically rejected by

her cervical mucus, the physicians use

donor semen. The donors selected are

usually young college or medical stu-

dents, presumably healthy, in mind and
body. However, these youths are all real-

ly untested in the trials and tribulations

of life; who knows how well these young

stallions will do on a muddy track, or under

the weight of a heavy jockey in the long

run ahead. We contend that the donor
semen should come from tested speci-

mens like Herbert.

Here is an MD who still sees twenty-

five to forty patients a day; who has been

in practice sixty years; who is still going

strong and has no intention of quitting;

who golfs three times a week and al-

though he now rides a golfcart still takes

a big, healthy swing with a heavy club

(D5).

Time was when he was a big kendo
man, a varsity baseball player and wres-

tler at the University of Chicago. He can

outrun people twenty-five years his jun-

ior, the likes of Ike Nadamoto and Glenn
Kokame. He has sired six children, who
despite him, have all turned out well —
two doctors, a dentist, a businessman
and two lovely school teacher daughters,

all college bred and healthy.

At eighty-five, Herbert shows no trace

of senility. He may forget a bet he has

lost but never forgets to collect one he

has won. He smokes a couple of packs a

day, but his immune system has totally

rejected all carcinogens. He has a daily

portion of rich ice cream without a sign

of heart disease.

So there you have it, a prime candidate

for the sperm bank. His genes have
proven to be outstanding, long lived, re-

silient, and withstanding the test of time.

MicroDyn
COMPUTER SYSTEMS, INC.

tailoring

MEDICAL MANAGER
TM

For YOUR Neeijs!

• Over 20 Hawaii Installations • Installed Base Over 2 Years

— COMPUTER EXPERIENCE SINCE 1961 —

524-1 740 Systems Plus Inc

Medical Manager la a trademarV of

Personalized Programming Inc

667 ALA MOANA BLVD. SUITE 4DC HONOLULU, HAWAII 96813

LOW COST DISABILITY PROTECTION FOR DOCTORS
Semi-annual Premium Rates per $100 of Monthly Benefit

PLAN A PLAN B
All premiums paid semi-(Benefit to 65) (Benefit for 5 Yrs)

Wait Wait annually, and are based on
Age 30 day 90 day 30 day 90 day your age each June 1

increasing as you reachUnd 35
35-39

$8.00
10.00

$6.50
0.00

$5.50
6.75

$4 00
5.00

40-44
45-49
50-54

13.00
17.00
24 00

10.75
14.00
20 50

8-75
13.00
18 75

6.50

9.50
13-75

each new age bracket.

'For renewal only.
55-59 31 00 26 50 26 25 21.50
60-64* 31 00 26 50 31 00 26 50
65-69* 31 00 26 50 31 00 26 50

Disability Income underwritten for International Medical Insurance Trust by Mutual Life Insurance Company of New York,

a Best's A + rated Company.

NO MEMBERSHIP FEE REQUIRED.
Professional Overhead Expense Expense and Term Life Also Avail. Call or Write:

David Deutsch KEY FINANCIAL SERVICE, Box 103, Hon., Hi. 96810 (808) 521-9613

Name Address

Phone (W): (H): Date of Birth:

WHY DID IT TAKE ONE HOUR
FOR YOUR SECRETARY TO RETRIEVE
THE 1984 PAYROLL RECORDS?

Are inactive files crowding you out of your office? Maybe it's lime you thought about

a records management program. Sound expensive? It’s noil We'll show you how you

can actually save by using Mayflower's low cost records management program. We
provide security and protection lor vital records. We provide accessibility and release

premium office space for better use. Ask about our secured air conditioned spaces

for magnetic tape or other sensitive storage needs.

For your tree estimate cell:

TRANSPACIFIC-MAYFLOWER
1930 AulkI SI. Crating • Packing

0^y_-j-jQ2 Storage • Moving

PUC 87-0 ICC tMC-2934
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TAX-FREE INCOME

YOU WANT IT! WE PROVIDE IT!

m
HAWAIIAN TAX-FREE TRUST

. provides you with a high level of tax-free income— free from both
State of Hawaii and Federal income taxes*

Plus a lot more. . .

• Strong Stability of Capital**
• Low Initial Investment of $1,000
• Automatic Dividend Reinvestment
• Daily Liquidity

• Frequent Statements and Reports

The Trust is designed especially for Hawaii residents. It is the only locally

managed mutual fund which invests in Hawaii tax-exempt municipal
bonds the kind of bonds which finance hospitals, roads, harbors and air-

ports throughout our State.

This means you get tax-free income with many conveniences. And,
through your investment, the Trust helps finance needed projects right here
in Hawaii.

HAWAIIAN TAX-FREE TRUST. . .for akamal investors

FOR INFORMATION

Contact Your Local Investment Broker
OR CALI

1
-800 -228-4227

TOLL-FREL FROM HAWAII 7 DAYS A WEEK, 24 HOURS A DAY
Aquila Distributors, Inc., 200 Park Avenue, New York, NY 10017

You will be scni free descriptive mdienal and a prospecius containing more
complete intormaiion including mandgemeni lees and expenses

Read carelullv belorc you insesi or send mc>nes

INVE STMt NT ADVTShK

Hawaiian Trust Company, Ltd.
Under certain market conditions some income may be subject to state and federal tax

“Share price will vary somewhat with interest rate market fluctuations

DOCTORS!
WE DELIVER . . . EVERYWHERE

24 hours a day. Charge accounts available.

955-2211

Charley^s Vaxi
Established 1939

Taxi

Cab Courier

HandiRide

Share A Fare

Limousine

Book
Reviews

We Are Not Alone: Learning to Live
With Chronic Illness, Sefra Kohrin
Pitzele, 320 pages. Thompson and Com-
pany Inc., Minneapolis, Minn., 1985.

This book is intended for both physi-

cians and their chronically ill patients. It

is timely since chronic illnesses are on the

increase. It is estimated that about 50
million Americans (about 20% of our
population) are suffering from one or

more of the chronic illnesses or condi-
tions. Physicians in most specialties will

be called on to treat chronically ill pa-
tients. Some of the most common dis-

eases referred to in this book are arthri-

tis, in its many different types and forms;
stroke with some degree of permanent
impairment; many types of heart dis-

eases; Parkinson’s disease; emphysema;
lupus erythematosis; and asthma.

This book should be of assistance to

physicians in conferring with the families

of the chronically ill. Some readers may
consider that it is directed more to pa-

tients than to physicians. It should be a

valuable reference for recommended
reading by patients and their families.

The author makes the book more read-

able by including 30 well-done humorous
cartoons. She also shows, through pic-

tures, how many household appliances

can be modified for use by persons who
have deformities caused by chronic dis-

eases. Included also are a glossary, a

bibliography, an index, and an extensive

resource directory.

Walter Quisenberry, MD
The Best Medicine, K. Butler, L. Royner
MD, 770 pp. Harper and Row, San Fran-
cisco, 1985. $16.95 (paperback).

This is yet another book for the lay

person who may be curious about health
and disease and who wishes guidance on
how to promote healthy living. The text

covers a wide range of topics in a some-
what curious sequence but in a detailed

and critical fashion. The index is particu-

larly helpful and is couched in suitable

terms.

No doubt subsequent editions will cor-

rect the minor flaws found. Thus, tuber-

culosis is usually managed with eight

months of therapy rather than one to two
years. Homeopathy should perhaps not
be dismissed as “one of the most irra-

tional pseudosciences ever devised”; the

recent findings at one of the prestigious

INSERM units in France on the influence

of homeopathic doses on most cells

should promote a pause for thought.
In balance, I appreciated the book, as

did that eminent critic of all things medi-
cal, my daughter. It fulfills its purpose
and is recommended.

Douglas G. Massey, MD
Professor of Medicine

John A. Burns School of Medicine
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Over the
Editor’s
Desk

A RECENT STUDY BY THE HOSPI-
TAL COUNCIL OF SOUTHERN CAL-
IFORNIA FOUND THAT most AIDS
patients in Los Angeles County are hos-

pitalized two or three times during the

course of the disease at an average cost

of more than $16,000 per stay. San Fran-

cisco General Hospital, the first hospital

to open a separate unit for AIDS pa-

tients, has reduced the average stay for

such patients’ first hospitalization to 11.4

days, compared with the norm of 31

days. To accomplish this, the hospital

has centralized all services for AIDS pa-

tients and begins planning for discharge

by making arrangements with community
support services as soon as a patient is

admitted.

DR. ARMAND HAMMER, ON
BEHALF OF THE HAMMER PRIZE
FOUNDATION, recently announced
that the fourth annual $100,000 Hammer
Prize for cancer research will be shared

by an American and a Japanese scientist

for their research and discoveries relating

to the use of Interleukin-2 in the treat-

ment of cancer.

The recipients are Dr. Tadatsugu Tani-

guchi, professor. Division of Molecular

Biology, Institute for Molecular and

Cellular Biology, Osaka University,

Japan, and Dr. Steven A. Rosenberg,

chief of surgery, the National Cancer

Institute, Bethesda, Md.

THE KODAK EKTASCAN IMAGE
TRANSMISSION SYSTEM (KEITS) IS

A PHOTOGRAPHIC-ELECTRONICS
HYBRID that brings time-saving conven-

ience to radiologists by digitizing, stor-

ing, enhancing and transmitting referral

images to remote locations over
telephone lines or coaxial cable.

THE CONTACT LENS MARKET,
WHICH TOTALED $450 MILLION IN
1984, IS EXPECTED TO REACH $540

MILLION BY THE END OF 1985. Lens

market growth has been averaging 15 to

20% over the past several years. Some
companies and products — such as ex-

tended-wear lenses — have experienced

growth rates of up to 33%.
Since 1983, soft lens products have

accounted for abot 80% of the market,

with soft extended-wear lenses repre-

senting the fastest-growing sector. Re-

placement lenses are significant to total

market growth, given the life expectancy

of currently popular materials. Soft

lenses have an average life of 15 to 18

months, and extended-wear lenses about

12 months.

The solutions market is growing even

more rapidly than the lens market, at an

More Doctors,
Fewer Patients.

The Facts
In 1986, there are more than three thousand physicians

licensed to practice in the state of Hawaii. And MDs
are increasing at a rate more than double the growth rate

of the general population.

The Competitive Challenge
What does this mean to you? You’ve invested in the

education, the office and a highly trained staff. But your

practice doesn’t exist in a vacuum— you must have a plan

to cultivate your patients and outflank your competition.

To succeed in today’s competitive environment you need all

your professional skills plus the savvy of an entrepreneur.

Choosing a Resource
In a tough marketplace, where a good marketing resource

can be invaluable, Robert Talent & Associates is equipped

to help you build your practice.

Our firm brings you a fresh marketing perspective.

Our tactics are designed to maintain and expand your

patient base. Our people supply creative expertise to

implement your marketing plan tastefully and powerfully.

Our tools include market research, corporate identity and

positioning, public/community relations, copywriting and

graphic design, newsletter publication, media planning and

buying, and television and radio production.

Let’s Meet
Spend an hour of your time to talk with us about your

practice. We’ll listen and tell you how we think we can help

you. No obligation, of course.

Robert Talent Associates
A Professional Practice Resource

Penthouse 3 677 Ala Moana Honolulu, HI 96813 (808) 533-7117

HEARING LOSS?
With five offices statewide, you can count on our staff to provide

competent professional service to your hearing impaired patients.

We are the one you have trusted for the past 20 years. Our 30 day

home trial is your assurance of patient satisfaction.

Honolulu Maul Kona Hilo Kauai
436 Piikoi 1325 Lower Main St. 75-6082 Alii Dr. 41 Laimana St. Rice Shopping Centei

537-2137 Wailuku 244-3966 329-1351 961-9644 Lihue 245-2951

"We Care About You"
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THE Orchid Express
Room & Car

® Kona Surf Resort

$^450
I Run o
9 Arrnn

/’Ius lax
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double
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Run of House
.Accommodalions.

INCLUDING A NATIONAL
CAR RENTAL AUTOMOBILE . .... . ....

iMeaLs, airfare, gasoline, oplional coverages, gratuilies NstlOnSl CSF Rontsl
nol included in lour price. Car use day is 24 hours.) oahu maui hawan kaua.

We feature
Gm cars like this

Chevrolet Chevette

Isn’t it time for a Kona Eloliday?
Its yours nenv at the beautiful Kona
Surf Re.sort. Be treated to Orchid
Serc’ice ... a flower lei j^reeting

. . . orchids in your room . . . and
complimentary afternoon cham-
pagne. There's golf, tennis, e.xciting

water activities, and great dining.

For reservations, see your travel agent or call:

S Kona Surf Resort
& Convention Center

Toll Free from Oahu, or Collect from Kauai, Molokai, Lanai, or Maui

524-7200
Some Restrictions Apply

MESSAGE CENTER

The professionals choice . . . "OPTRX,”

Motorola’s compact display

radio pager can put completely

accurate and confidential facts and

figures at your fingertips. For

more information
. 487-0033

M MOTOROLA
tions and Electronics Inc.

99-1180 Iwaena St., Aiea, HI 96701

If you do
business in

Hawaii . .

.

and find it valuable to know
who’s suing who or who’s get-

ting hit with tax liens, going

bankrupt, getting incorporated,

selling property, being dis-

solved, or getting promoted

. . . we have
news for you

BUSII^ESB

For information call 521-0021.

average annual growth rate of about

30%. The estimated 1985 solutions

market is $350 million at the manu-
facturers’ level.

For more information, contact Theta
Corp., Theta Building, Middlefield, Ct.

06455, (203) 349-1054.

EXACTLY HOW FIT ARE YOU? For

all those people who take their fitness

seriously, there is now a complete, sim-

ple, accurate and inexpensive fitness

measuring kit. The Sportmed Fitness Ap-
praisal Kit allows you to measure six key

indicators of fitness without need for

supervision, in your home or out-of-

doors. Through clear, precise instruc-

tions on audio tape and with the aid of

various measuring devices, the kit meas-

ures:

1

—

Cardiovascular efficiency through a

series of maximal aerobic multistage

track tests (2,000/400) meter) and 20-

meter shuttle run tests.

2

—

Muscular endurance through a

series of paced, repetitive exercises,

pushups, situps and similar exercises.

3

—

Overall body fat through caliper

measurement at key points, compared
against norms.

4

—

Vital lung capacity through lung

volume measurement, compared against

norms.
5

—

Flexibility through a program of

tests as well as providing a training pro-

gram.
6

—

Nutritional efficiency through an

analysis of dietary habits and measure-

ment of caloric intake to output.

The kit is available for $79.95 plus

$5.95 postage and handling from
Sportmed Technology Inc., 2180 Bel-

grave Ave., Montreal, Quebec, Canada
H4A. Or call L. Klein at (514) 489-8251

for further information. (Both amounts

are expressed in U.S. dollars.)

THE EVOLUTION OF UPJOHN
HEALTHCARE SERVICES, A SUB-
SIDIARY OF THE UPJOHN CO. AND
THE LARGEST HOME HEALTH
CARE PROVIDER IN THE U.S., TYP-
IFIES THE RAPID CHANGES THAT
HAVE SWEPT THE INDUSTRY.
UHCS began as Homemakers Inc., a

small Joliet, 111., firm providing house-

keeping and some health-related services.

The Upjohn Co. purchased Homemakers
in 1969.

Since 1969, UHCS has grown 100-fold

in revenues and has increased its scope to

include a wide range of home care serv-

ices.

UHCS employees include registered

nurses, therapists, social workers, home
health aides, nursing assistants, home-
makers, and companions. Services now
include everything from meal preparation

and nutritional counseling to chemo-
therapy administration and caring

for ventilator-dependent children. UHCS
offers its services on an hourly or

around-the-clock basis.

198 Hawaii Medical Journal—Vol. 45, No. 6—June 1986



THE UNION OF AMERICAN PHYSI-
CIANS AND DENTISTS HAS EN-
JOYED ENORMOUS OROWTH.
Within the past year, the UAPD added

six new state chapters in Massachusetts,

New York, Connecticut, Pennsylvania,

Florida, and Oregon. In March 1986, in

response to this growth, the UAPD open-

ed an office in Washington, D.C.

Sanford A. Marcus, MD, national

president of the UAPD, said, “The
UAPD position paper establishes a firm

base for the legality of physicians’ un-

ions. We have been operating legally and

unchallenged as a doctors’ union since

1972. We expect to represent a steadily

growing proporation of the natin’s doc-

tors in the years to come and to continue

to do an effective job of representing our

members on the tough socio-economic

issues that they face.’’

ROCHE REVISES SPELLING OF ITS
ANTICONVULSIVE, Roche Laborato-

ries, the pharmaceuticals division of

Hoffmann-La Roche Inc., has revised

the spelling of its trade name for the

anticonvulsant medication Clonopin CIV
to KlonopinTM (clonazepam/Roche)
CIV. The spelling was changed to avoid

possible confusion with the generic name
clonidine, an antihypertensive product.

CHAMPUS CLARIFIES RULES ON
MARRIAGE AND FAMILY COUN-
SELORS, EFFECTIVE FEB. 1, 1986.

CHAMPUS does not disapprove of mar-

riage and family counseling, since it may
be helpful to military families. However,

CHAMPUS rules have always required

that only psychotherapy that is medically

or psychologically necessary to treat a

diagnosed mental condition be covered.

CHAMPUS rules continue to require

that a physician must initially refer pa-

tients for all psychotherapy involving

marriage and family counselors, and

must supervise the treatment. This means
that the physician must actually see the

patient and make an initial diagnosis de-

scribing a CH AMPUS-covered psy-

chiatric disorder before referral. The
counselor also must coordinate with the

physician on a regular basis.

FROM GRODY/TELLEM COMMU-
NICATIONS, INC. — CONSIDER
THESE FACTS:

• A small toy can cut off a child’s air

supply within a few moments, causing

death or irreversible brain damage.

• In 1983, 118,000 children under the

age of 15 were treated in emergency

rooms for toy-related injuries.

• Children less than three years of age

account for 19% of reported choking

incidents involving small toys and toy

parts.

While both children and adults may be

attracted by a brightly colored toy or a

popular plaything, choosing safe toys is

not child’s play.

THE NATIONAL ASSOCIATION FOR
AMBULATORY CARE, A TRADE AS-
SOCIATION FOR THE AMBU-
LATORY CARE CENTER INDUSTRY,
was formerly known as the National As-
sociation of Freestanding Emergency
Centers. It was founded in 1981 to repre-

sent what then were called freestanding

emergency centers. At that time they

emphasized the provision of medical care

for episodic injuries and ailments as well

as for minor emergencies. As the indus-

try evolved and matured, a larger market
was recognized — primary care — and in

mid- 1983, the industry began a major
shift in its services and messages. Indus-

try spokesmen think market emphasis
will continue, and many contend that it

eventually will serve as a gatekeeper to

the total health-care delivery system. The
accompanying chart, from NAFAC
liteature, illustrates the industry’s growth

and the distribution of the physician popu-

lation.
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Projected Number of Freestanding Ambulatory Care Centers in

Operation — 1983-1990

Year
Number
FECs

Percent Increase

from Previous Year

1983 1,100 83.3%
1984 1,900 71.7%
1985 2,500 31.6%
1986 2,900 16.0%
1987 3,300 13.8%
1988 3,700 12.1%
1989 4,100 10.8%
1990 4,500 8.9%

In the United States, there are 390,000 physicians in patient care practice:

88,300, or 23%, in group practices.

52,000, or 13%, in HMOs.
48.500, or 12%, in PPOs.
33.500, or 9%, in ambulatory surgical centers.

43,200, or 11%, in freestanding emergency centers.

(Reprinted from American Medical News/ed.)
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’ Aftera nttiate,

add ISOPTIPC
(verapamil HCl/Knoll)

To protectyour patients,aswell astheirqualityof life,

add Isoptin instead ofa beta blocker.

First, Isoptin not only reduces myocardial oxygen demand
by reducing peripheral resistance, but also increases coro-

nary perfusion by preventing coronary vasospasm and

dilating coronary arteries— both normal and stenotic.

These are antianginal actions that no beta blocker

can provide.

Second, Isoptin spares patients the

beta-blocker side effects that may
compromise the quality of life.

With Isoptin, fatigue, bradycardia and mental

depression are rare. Unlike beta blockers,

Isoptin can safely be given to patients with

asthma, COPD, diabetes or peripheral

vascular disease. Serious adverse

reactions with Isoptin are rare

at recommended doses; the

single most common side

effect is constipation (6.3%).

Cardiovascular contra-

indications to the use of

Isoptin are similar to those

of beta blockers: severe

left ventricular dysfunction,

hypotension (systolic pres-

sure <90 mm Hg) or cardio-

genic shock, sick sinus syndrome
(if no artificial pacemaker is present)

and second- or third-degree AV block.

So, the next time a nitrate is not enough, add
Isoptin . . . for more comprehensive antianginal

protection without side effects which may
cramp an active life style.

ISOPTIN.Added
antianginal protection

without beta-blocker

side effects.

Please see brief summary on following page



SUMMARY (Continued from page 192)

ISOPTIN
(verapamil HCI/Knoll)

80 mg and 120 mg scored, film-coated tablets

Contraindications: Severe left ventricular dysfunction (see Warnings), hypo-

tension (systolic pressure < 90 mm Hg) or cardiogenic shock, sick sinus syn-

drome (except in patients with a functioning artificial ventricular pacemaker),

2nd- or 3rd-degree AV block Warnings: ISOPTIN should be avoided in patients

with severe left ventricular dysfunction (e g., ejection fraction < 30% or

moderate to severe symptoms of cardiac failure) and in patients with any

degree of ventricular dysfunction if they are receiving a beta blocker. (See

Precautions.) Patients with milder ventricular dysfunction should, if possible, be

controlled with optimum doses of digitalis and/or diuretics before ISOPTIN is

used. (Note interactions with digoxin under Precautions.) ISOPTIN may occa-

sionally produce hypotension (usually asymptomatic, orthostatic, mild and con-

trolled by decrease in ISOPTIN dose). Elevations of transaminases with and
without concomitant elevations in alkaline phosphatase and bilirubin have been
reported. Such elevations may disappear even with continued treatment, how-
ever, four cases of hepatocellular injury by verapamil have been proven by re-

challenge, Periodic monitoring of liver function is prudent during verapamil

therapy. Patients with atrial flutter or fibrillation and an accessory AV pathway
(e g. W-P-W or L-G-L syndromes) may develop increased antegrade conduction

across the aberrant pathway bypassing the AV node, producing a very rapid

ventricular response after receiving ISOPTIN (or digitalis). Treatment is usually

D.C. -cardioversion, which has been used safely and effectively after ISOPTIN.

Because of verapamil's effect on AV conduction and the SA node, 1° AV block

and transient bradycardia may occur. High grade block, however, has been
infrequently observed. Marked 1° or progressive 2° or 3° AV block requires a

dosage reduction or, rarely, discontinuation and institution of appropriate

therapy depending upon the clinical situation. Patients with hypertrophic car-

diomyopathy (IHSS) received verapamil in doses up to 720 mg/day. It must be
appreciated that this group of patients had a serious disease with a high mor-

tality rate and that most were refractory or intolerant to propranolol. A variety

of serious adverse effects were seen in this group of patients including sinus

bradycardia, 2° AV block, sinus arrest, pulmonary edema and/or severe hypo-

tension, Most adverse effects responded well to dose reduction and only rarely

was verapamil discontinued Precautions: ISOPTIN should be given cautiously

to patients with impaired hepatic function (in severe dysfunction use about
30% of the normal dose) or impaired renal function, and patients should be
monitored for abnormal prolongation of the PR interval or other signs of exces-

sive pharmacologic effects. Studies in a small number of patients suggest that

concomitant use of ISOPTIN and beta blockers may be beneficial in patients

with chronic stable angina. Combined therapy can also have adverse effects on
cardiac function. Therefore, until further studies are completed, ISOPTIN should

be used alone, if possible If combined therapy is used, close surveillance of vital

signs and clinical status should be carried out. Combined therapy with ISOPTIN

and propranolol should usually be avoided in patients with AV conduction

abnormalities and/or depressed left ventricular function. Chronic ISOPTIN treat-

ment increases serum digoxin levels by 50% to 70% during the first week of

therapy, which can result in digitalis toxicity. The digoxin dose should be re-

duced when ISOPTIN is given, and the patients should be carefully monitored to

avoid over- or under-digitalization. ISOPTIN may have an additive effect on
lowering blood pressure in patients receiving oral antihypertensive agents.

Disopyramide should not be given within 48 hours before or 24 hours after

ISOPTIN administration. Until further data are obtained, combined ISOPTIN and
quinidine therapy in patients with hypertrophic cardiomyopathy should prob-
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with the concomitant use of ISOPTIN and short- and long-acting nitrates sug-
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Adverse Reactions: Hypotension (2.9%), peripheral edema (1 ,7%), AV block;

3rd degree (0.8%), bradycardia: HR < 50/min (1.1%), CHF or pulmonary
edema (0.9%), dizziness (3.6%), headache (18%), fatigue (11%), constipa-
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Honolulu — Herbert Chinn, William Hindle, Calvin Kam, Philip

McNamee, and George Mills; Hawaii — Arch Wigle; Kauai — Peter

Kim; Maui — Sakae Uehara; and West Hawaii — Robert Laird.

The House of Delegates officially commended President William
H. Hindle, and the officers for 1984-85 for their outstanding !

achievements; appreciation was expressed for their dedicated hours

of service. Commendation was also given to Speaker Herbert

Uemura for the efficient manner in which he conducted the business

of the House, and to Vice-speaker Milton Howell for the excellent

assistance given to the speaker.

Robert Laird, President of West Hawaii Medical Society, thanked
all those who attended this Annual Meeting in Kona and hoped that

everyone found it an enjoyable location for the meeting; he looked

forward to the scheduling of the meeting there again.
|

The House of Delegates, after all newly elected officers except the
'

President were installed, was adjourned at 4:15 p.m. Monday, I

October 14, 1985.

(President Russell Stodd was installed at the banquet on Satur-

day, October 12.)

1986 Annual Meeting Awards

Medical Reporting:

Commercial Newspapers and Magazines: Pat Pitzer (Honolu-

lu Magazine - "What Price Life?”)

Institutional Newspapers and Magazines: Janet Smith

(Kaiser Permanente Medical Center - “Children Having Chil-

dren”)

Television: Leslie Wilcox (KGMB-TV Channel 9 - “Diagnoses:

AIDS”)
A.H. Robins Co. 1985 Physician of the Year Award for

Community Service: Steven Moser, MD.

Sportmen’s Awards:
Golf: President’s Trophy (low net) and the Robert Miyamoto

Perpetual Trophy (low net): Wayne Nadamoto. John Felix

Perpetual Trophy (low gross): Michael Okihiro. George
Mills Perpetual Trophy for Pharmaceutical Representa-

tives, (low net): Roy Tanabe.

Tennis: Round Robin Doubles: Andrew Don
Table Tennis: John Spangler

10K Run: J.C. Lewin

Racquetball: Greg Chun

Continuing
Medical
Education

(Continued from page 193)

Oct. 20-24,

1986

New Approaches to the Evaluation of Neoplastic

Lymphoproliferative Disorder, co-sponsored

with the University of Southern California, Dr.

John Parker, professor and co-chairman. De-

partment of Pathology, University of Southern

California School of Medicine, 2025 Zonal Ave.,

Los Angeles, Calif. 90033, (213) 224-7121. Loca-

tion: Maui.

Nov. 2-8,

1986

Districts VII-IX Continuing Medical Education,

American College of Obstetrics and Gynecology,

600 Maryland Ave., SW, Suite 300E, Washing-

ton D.C., 20024, Attn: Barbara Kallas, (202)

638-5577. Location: Hyatt Regency Maui.

Dec. 27- Advances in Internal Medicine, University of

Jan. 3, Washington School of Medicine, Continuing

1987 Medical Education, Health Sciences Center

E-303, Seattle, Wash. 98195, (206) 543-1050.

Location: Sheraton Kauai.
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Ifyour patient

needs surgery
consider the
outpatient
alternative.

'ibur paticMits aren’t the only ones who benefit

from ambulatory surgery.

Nbu too ean enjoy the eonvenienee of eas\ sched-

uling and less administrative red tape when you per-

form elective procedures in an outpatient setting.

\X hen you choose a lower cost setting for ambu-
latory surgery, your surgical reimbursement re-

mains unaffected while you help \()ur patient

avoid unnecessary hospital bills. Afso, by saving

hospital beds for patients who really need them,

health care costs are contained for everyone.

11 MSA guarantees maximum health plan cover-

age for outpatient services at participating surgery

centers and in your own office.

(aill HMSA’s Professionid Relations staff for more
information on outpatient surgery.

HMSA
Professional
Relations
Department
Oahu: 94-i-2.'^()()

.Maui: H"! 629S

Kauai: 2-4S-.A-59.-^

Hawaii: 9.Ss-S-nl (Hilo)

.429-S291 (Kailua-Kona)

HMSA’s Place of Treatment Program
saves your patients money.

Call us for details.



Now where there’s a phone, there’s a loan.
Sometimes, applying for a loan in person just

isnt practical. But that’s no reason to get in a stew.

First Hawaiian Bank has cooked up an
innovative service called Loan by Phone. It’s a
convenient way to borrow from $1,500 to $10,000.

All you do is call any branch of First Hawaiian.
From anywhere.

We’ll ask a few simple questions. Youll give a few
simple answers. And then well get back to you with
our answer. Fast. (Usually the same day.)

You can use Loan by Phone for almost any kind
of consumer loan. And right now, the rates are

exceptionally low, too.

So if applying for a loan in person is inconven-
ient, just call any branch of First Hawaiian.

Because with Loan by Phone, you can have your
cake and eat it, too.

FIRST HAWAIIAN BANK
We say yes to you. Member FDIC
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Indicohons; Relief of moderofe fo severe depression ossociofed

with moderate to severe anxiety

Controindicotions; Known hypersensitivity to benzodiazepines

or tricyclic antidepressants Do not use with monoamine oxi-

dase (MAO) inhibitors or within 14 days following discontinua-

tion of MAO inhibitors since hyperpyretic crises, severe convul-

sions and deaths have occurred with concomitant use, then

initiate cautiously, gradually increasing dosage until optimal

response is achieved Contraindicated during acute recovery

phase fallawing myocardial infarction

Wornings: Use with great care in patients with history of urinary

retention or angle-closure glaucoma Severe constipation may
occur in patients taking tricyclic antidepressants and anticholin-

ergic-type drugs Closely supervise cardiovascular patients

(Arrhythmias, sinus tachycardia and prolongation of conduc-

tion time reported with use of tricyclic antidepressants, espe-
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ble combined effects with olcohol and other CNS depressants
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Usage in Pregnancy: Use of minor tranquilizers
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Endocrine Testicular swelling and gynecomastia in the male,

breost enlargement, galactorrhea and minor menstrual irregu-

larities in the female, elevation and lowering of blood sugar
levels, and syndrome of inappropriate ADH (antidiuretic hor-

mone) secretion

Other Headache, weight gam or loss, increased perspiration,

urinary frequency, mydriasis, jaundice, alopecia, parotid

swelling

Overdosoge: Immediately hospitalize patient suspected of hav-

ing taken on overdose Treatment is symptomatic and suppor-

tive I V administration of 1 to 3 mg physostigmine salicylate

has been reported to reverse the symptoms of amitriptyline poi-

soning See complete product information for manifestation

and treatment

Dosoge: Individualize according to symptom seventy and
patient response Reduce to smallest effective dosage when
satisfactory response is obtained Larger portion of doily dose
may be taken at bedtime Single h s dose may suffice for

some patients Lower dosages are recommended (or the

elderly
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How Supplied: Double strength (DS) Tablets, white, film-
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Facts about today's

corporate environment.

'^ur survival dependson the
financial directionyou take today.
So you need a bank
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commitment to help

you manage your
cash•With a full array of advanced

business services tailored to your

needs.

First Interstate Bank.

While today some banks are cut-

ting back services, we are not. So we
can commit to helping you operate

more efficiently now and in the

future with a broad range of credit

and non-credit products.

First Interstate products and

services are backed by the unique
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Ifyour patient

needs surgery,

consider the
outpatient
alternative.

Your patients aren’t the only ones who benefit

from ambulatory surgery.

’\bu too ean enjoy the convenience of easy sched-

uling and less administrative red tape when you per-

form elective procedures in an outpatient setting.

When you choose a lower cost setting for ambu-
lator) surgery, your surgical reimbursement re-

mains unaffected while you help your patient

avoid unnecessar) hospital bills. Also, by saving

hospitid beds for patients who really need them,

heidth care costs are contained for everyone.

HMSA guarantees maximum heidth plan cover-

age for outpatient services at participating surgery

centers and in your own office.

('idl H MSA’s Profession;d Relations staff for more
information on outpatient surgery.

HMSA
Professional
Relations
Department
Oahu: 944-2300

.Maui: 871-6293

Kauai: 245-3393

Hawaii: 935-5441 (Hilo)

HMSA’s Place of Treatment Program
saves your patients money.

Call us for details.



Ho‘oponopono

In this issue of the JOURNAL is a very local and a very

interesting article by Samuel J. Paltin, DO, MD, MA, a Hilo

psychiatrist.

Strangely enough, his paper was read first at the annual

meeting of the American Psychiatric Association in Los Angeles

in 1984, rather than in Hawaii.

In a personal communication. Dr. Paltin mentions that “a
Kahuna is teaching Hawaiian healing arts to a group in San

Diego,” and that ‘‘other centers for Huna studies are at work in

Missouri and Pennsylvania.”

In relation to this, we need to report that Stanislaus Grof,

MD, research psychiatrist at the Esalen Institute in Big Sur,

California, and formerly chief of psychiatry at Johns Hopkins
in Baltimore, recently was in Honolulu and spoke to audiences

at the University’s Manoa campus on Beyond the Brain (he has

just had a book published with that title). Dr. Grof is married to

the former Christina Valier Healy, which makes him a kamaaina
of sorts.

Grof is of the ‘‘new” transpersonal school of parapsychology,

which, in contrast to the ‘‘old” Freudian concept that postu-

lated the ‘‘tabula rasa” or clean slate with which a human
newborn enters the world, upon which person is imprinted on its

subconscious mind a biography of post-natal experiences, with

an impact on the later, adult behavioral personality, the trans-

personal philosophy is one that hypothesizes a neonatal slate

already written upon. The in-utero foetal experiences and the

“trauma” of birth make their mark on the foetal brain, Grof
says. In fact, he has and is continuing to obtain scientific

evidence by means of careful research, the springboard for the

latter having been the psychedelic drug experience, which in-

dicates that there may be input from as far back as the moment
of conception, and before that from one’s ancestors and even

phylogenetically back through time to previous incarnations.

What was particularly stimulating to contemplate in listening

to Grof expand upon the hypothesis, was the way in which he

brought in spiritual effects, “a sense of luminosity, of some-

thing sacred, of a gateway to the ethereal cosmos of our

universe,” which immediately called to mind the Hawaiian

practice of Huna.
Without referring to it as Hawaiian/Polynesian, Dr. Grof

spoke of the “cleansing” process of such recall — a communion
with one’s gods or god or one’s way, way back origins — in

order to restore sanity in the face of serious and emotional

psychic “problems”.

We listened with keen attention, having just edited Paltin’s

Huna of Hawaii, published herewith and appropriately in the

JOURNAL.
The practice of Huna not only continues, but is being resur-

rected as an effective mode of resolving the many inter-human

problems that lead to adverse emotional outbursts within our

community.

J.I. Frederick Reppun, MD
Editor

Hawaii Medical Journal—Vol. 45, No. 6—July 1986

Syncirome of Immediate Reactivities

“Contact urticaria syndrome” was first so named by Maibach
in 1975' to designate urticaria produced immediately by external

contact with an organic chemical, diethyltoluamide. Sub-

sequently, it was shown that many substances could elicit hives

in this novel manner; and then it began to be realized that

urticaria was far from being the only manifestation of this

remarkable sort of allergy. And skin contact was by no means
the only way in which a reaction could be produced.

Because the reaction can range from headache or nasal allergy

through asthma to gastrointestinal problems, David J. Elpern,

MD, who has discussed this curious (and common, though little

recognized) syndrome in three articles in the HAWAII
MEDICAL JOURNAL, 2- * wishes to drop the word urticaria and

substitute for it “reactivities.” He hopes for a better word with

which to replace it. I echo his wish, and suggest that “reac-

tivities,” if it were to be run up the flagpole, would not be

saluted by very many people. “Urticaria,” on the other hand —
though it is regrettably restrictive, is easily understood and

would be used; and “syndrome”implies a constellation of as-

sociated symptoms.
Dr. Elpern has done us all a very great service in not only

calling our attention to this under-diagnosed entity, but in

broadening and deepening our knowledge of it through his own
observations. These articles are in the very forefront of our

knowledge of allergic reactions.

Harry L. Arnold, MD
Founding and Editor Emeritus

Hawaii Medical Journal
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“The Insert’’

In this issue of the JOURNAL is a letter from Maui psy-

chiatrist John Betwee, MD. We think his point is well-taken.

Our readers need to be carefully informed that the May 1986

issue of the JOURNAL had an advertising insert of 16 un-

numbered pages between pages 132 and 149 that was included

by the publisher without our foreknowledge.

The reader will notice a disclaimer at the very bottom of the

first page of this insert: The rose-pink and blue “Second Opin-

ion” (in bright red), with an even brighter yellow pathological

(but unreadable) EKG strip on a field azure across the upper

half of the page. It reads: A Crossroads Press advertising

supplement to Pacific Business News, Hawaii Medical Journal,

211



Hawaii Dental Journal, Hawaii Bar News and The Balance

Sheet.

In the center of this inserted advertising material is an article;

“Hawaii’s Health Care Revolution’’ by Harding and Forest; it

lies between the ads for St. Francis Hospital and for Abbey
Medical. The article, therefore, must be construed as an

advertisment, although what it advertises is a bit abscure.

From an editorial point of view, we have some doubts as to

whether we would have accepted it as an article in the JOUR-
NAL, considering the many debatable cause/effect statements

therein.

In its defense, however, we must admit that the entire 16-page

insert is very colorful, eye-catching, neatly put together, a

complete statement and certainly a Madison Avenue marketing
jewel. What one can say about the article within is that it is at

least provocative, as exemplified by Betwee’s almost instant

response.

We have had an excellent rapport between HMA’s Publi-
cations Committee, the publisher Crossroads Press and the
JOURNAL’S editorial staff heretofore; we intend for this to

continue.

We’re not sure — we would welcome further comment from
the readership — whether it was quite appropriate to insert the
“insert” into the HAWAII MEDICAL JOURNAL.

J.I. Frederick Reppun, MD
Editor

f /"(i=y

Let;ter
the 1 F 0

Editor
hrh

Re: Article in HMJ:
Hawaii’s Health Care
Revolution

Editor:

Having read the recent article, “Hawaii’s Health Care Revo-

lution” by Harding and Forest, I would have been amused had
not the potential reality of their descriptions been so grim.

Although not explicitly stated, the tone of the article was
unequivocally supportive of the changes in “health care” de-

scribed. What a great thing it is that the provision of “health

care” (by “providers,” of course) is now being “market driv-

en.”

In many ways, nothing could be further from the truth.

Contrary to being in the driver’s seat, the average medical plan

subscriber has much less choice or influence in determining what
he gets in medical care than he did under the old, supposedly

“physician-dominated and -controlled” system. Increasingly,

individuals are at the mercy of their employers who choose what
medical insurance coverage will be provided under Hawaii’s

1974 Prepaid Health Care Act.

Although undoubtedly altruistically motivated, this govern-

ment intrusion into the lives of everyone is highly questionable.

Why should government have singled out medical insurance to

be required as a condition of employment? Why not automobile
or life insurance or prepaid legal coverage or grocery bills? Why
not let individual workers or at least their collective bargaining

agents decide what sorts of benefits are desired?

As it now stands, medical insurance is simply another over-

head expense the employer and his customers must bear and
choices, contrary to Harding and Forest, are made on the basis

of the bottom line rather than what is needed.

Physicians, too, have a central part in the process in their

eagerness to accept “participating contracts” which do little

more than guarantee their incomes while excluding patients

(“consumers”) from quality control and decision-making pro-

cesses.

It is a function of the business market mentality that “sports

medicine, fitness testing, diet classes, stress management and
care-group rap sessions” are included in “medical care” where
they do not properly belong by the wildest stretch of anyone’s

imagination. As a dues-paying health insurance subscriber, I am
apalled at the prospect of paying for such services to be sued by
others simply because they are “free.”

Current contentions aside, there is a great difference between
business and the professions. Business and the marketplace is

simply and fundamentally an inappropriate model for medicine.

John Betwee, MD
Maui Psychiatry Group

Book
Review

Bordow RA, MD, Moser KM, MD, Manual of Clinical Prob-
lems in Pulmonary Medicine, Little, Brown Co. Boston, Toron-
to, 2nd Edition, 1985. 492 pages, $18.95.

One could not consider this a stylish book — from the garrish

figure on the cover to the funeral-like heavy horizontal bands
throughout the text. Furthermore, there is a certain unattractive-

ness about its sparseness — the tiny print, the tiny margins, the

print and diagrams that show through from the reverse of the

page, etc.

This all seems to be done with a certain perverseness in that

the same style persists even next to a page and a half without

print.
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Should one persist, however, one can recognize the good
value. The content is wide-ranging and well-focused. The
pulmonary function section is particularly well-balanced. Thus,
the influence of race on normal pulmonary function values is

noted, a factor of considerable importance to us in Hawaii.

The place of body plethysmography is well described and the

fallacies of the single-breath diffusing capacity commented
upon. In asthma, the specificity of of bronchial provocation

testing, especially with antigens, is emphasized. An inexpensive,

desirable book.

Douglas G. Massey, MD
Professor of Medicine
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where else but in HMJ!

Huna of Hawaii:

A System of Psychological

Theory and Practice

By Samuel J. Paltin, MD*

A system of indigenous Hawaiian healing called “huna” will be described.

The word huna means “that which is hidden” in Hawaiian; it was practiced in

secret in its early history.^

Practitioners of the art are called “kahunas, ” and legends abound about
their powers, such as psychic abilities, instant healing, firewalking, slaying

through sorcery, and manipulating the future.'^

The kahunas and their oral tradition were suppressed by the Christian

missionaries who came to Hawaii and the lore, therefore, largely lost. ‘

As indigenous healers, Hawaiian
kahunas practiced a sophisticated form
of psychological treatment. Like psy-

choanalysis, their art consisted of a com-
bination of metapsychology and specific

techniques for treatment. The theory on
which their efforts were based has simi-

larities with Freud’s structural compo-
nents, the ego, id and superego, although

huna adds a spiritual aspect and su-

perordinate consciousness to the concep-

tualization.

The huna theory indicates that each

person consists of three entities, or souls.

3 The three souls are bound to each other

throughout life and even through several

reincarnations. The uhane is an ego-like

rational entity that transacts, decides and

Accepted for publication April 1986.
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plans. The unihipili is a younger spirit, is

the site of emotions, and has access to

the memory bank. It has the exclusive

line of communication with a level of
superconsciousness, the aumakua, which
is above our own conscious level.

The aumakua is a spiritual entity that

combines a male-female aspect to main-
tain a benign, available but non-intrusive

interest in the other two souls. It is non-
judgmental and has superhuman powers;

It can tap an even higher divine foice for

additional help, and it fulfills requests

received from the uhane, which are trans-

mitted through the unihipili. The chan-

nels for transmitting communication
among the selves are the aka cords. The
uhane and unihipili are separate entities,

but rely on each other to realize their

functions. They share the physical body
although their centers of consciousness

are in different locations. The uhane has

its center in the head area, the unihipili in

the area of the solar plexus, and the

aumakua above the head. The three in-

habit three invisible but interpenetrating

ethereal bodies, made up of aka sub-

stance. To carry out their tasks, the three

levels of force are employed as life ener-

gy: Unihipili uses mana, the basic life

vitality used to keep the physical body
functioning and in action; uhane uses a

higher voltage, mana-mana, aumakua
uses mana loa, the highest-voltage ener-

gy, which can perform instant healing

and other supernormal feats.

The Personality

The ancient Hawaiian concept of what
we call “the personality” was a trilogy,

and as we described above, consisted of:

The uhane, the unihipili and the

aumakua.
The uhane is somewhat analagous to

the ego, as it focuses on physical reality,

analyzes and integrates reality, and forms

attitudes and opinions about reality. It

receives information from the senses and
from the unihipili and directs action ac-

cording to the beliefs it has formed.

These beliefs are always available to con-

scious examination, but may be regarded

by the person as facts or laws that he is

helpless to change. Physical disorder may
result when beliefs stimulate emotions

and convert them into symptoms. In

treating illness, the kahuna may attempt

to direct the patient to change his views

of apparent facts (cognitive restructur-

ing), or employ another faculty of the
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uhane airected imagination, to achieve

purposeful imaging of a more desirable

condition. 5 By this means, the kahuna
guides the activities of the unconscious

self: The unihipili, to provide a template

for the aumakua to exert its powerful

prayer-granting force. These beneficial

effects are induced by the uhane by send-

ing mana (vital force) and an image of

the request to the unihipili for trans-

mission to the aumakua, which then uses

the mana to power the response. The
essential element for success is contact

with the aumakua. However, a blockage

similar to neurosis may occur in the com-
munication channel because of fear and

guilt. When a blockage occurs, a kahuna
may attempt to clear it from the path by

a cleansing ritual, meditation, prayer or

other means, or the kahuna may help

transmit the wish directly by interjection

of his own mana.
The unihipili functions as the seat of

memory and stores all the thought forms

created by the uhane, ^ and is subject to

programming by the uhane. It maintains

the integrity of the body and generates,

stores and transmits energy. The unihipili

carries out its beliefs as habit patterns,

but the uhane, by conscious examination

of the beliefs and habits, may persuade

the unihipili to change them. When guilt

and fear become fixed habits, the un-

ihipili may refuse to contact the aumakua
The individual then is faced with the

problem of being at the mercy of the

irrational unconscious self. The kahuna
becomes aware of this blockage when the

problem resisted clearing because he

knows that the aumakua is capaole of

solving any problem. The kahuna treats

this fragmentation of personality by un-

covering the complex, then removing it.

The main source for a complex is the

failure to seek forgiveness for having

hurt another person.

The aumakua is like a wise parent, or

guardian angel, whose purpose is to as-

sist the other two selves in their growth

and development through experience. It

belongs to a family of superior forms

similar to itself that are in constant con-

tact with each other. The aumakua is

connected to the two other entities by a

cord of aka substance over which com-
munications, mana and prayers are trans-

mitted.

The Aims of Huna

The aim of the huna process is to bring

the three selves into a harmonious, bal-

anced and unblocked relationship, fulfill-

ing the physical survival needs of the

unihipili, the personal and social ego

needs of the uhane, and the transcendent

needs for wisdom, truth, beauty, justice

and humor of the aumakua.'^ The obsta-

cles to communication are complexes of

ideas or fixations of guilt, feelings of

inferiority and unworthiness, doubt,

fear, and other negative accumulations in

the memory bank of the unihipili, which

clings to its habits and old thought

forms. A new action or set of thoughts

from the uhane, therefore, may evoke

old feelings of sin or guilt in the un-

ihipili, which will resist performing its

function of transmitting requests to the

aumakua. The task of the kahuna is to

“clear the path” of the prayer along its

way, so that the aumakua can be enlisted

to accomplish the goals. This is ac-

complished by rites for cleansing and
rebalancing the persons and environ-

ment. The huna and Hawaiian culture

aims are embodied in five concepts:*

1. Aloha:

Love between persons; sharing; hospi-

tality.

2. Lokahi:

Harmony; unity between all compo-
nents is sought; the wish to maintain

harmony in all relationships.

3. Kuleana:

Responsibility; specific duties that each

member has within the family.

4. Kokua:
Charity, generosity; one’s duty to help

others who are in need.

5. Ohana:
The extended family; the relationships

within the ohana are the most important

thing for a person.

There are certain assumptions inherent

in huna:'^

1. Some form, or entity of conscious-

ness, is within or outside of man, which

the kahuna attempts to contact through

ceremony or prayer. This unidentified

consciousness can use some kind of force

in such a way as to affect physical mat-

ter, change events, and perform psychic

acts and feats, such as instant healing

and firewalking.

2. No particular religious beliefs are

involved. The only sin recognized in

huna is that of hurting another human
being unjustly. Man’s mind is unable to

grasp the true nature of the Divine. Be-

tween it and man are several layers of

conscious beings. One effects com-
munication with the highest levels by way
of the next-higher level, i.e., the

aumakuas, which can combine into a

community of spirits or entities in the

form of a universal mind.

3. On a day-to-day basis, one may
think freely, exert free will and choose

life experiences. Long-term events, such

as time and place of birth, and ethnicity,

for example, are predetermined.

Case Study

A 54-year-old woman of German ex-

traction, raised in Hawaii, was seen in

consultation by a psychiatrist. She had
been hospitalized eight times in four

months for severe attacks of asthma, low

back pain, rocking behavior, and audi-

tory and visual hallucinations of her de-

ceased husband, who, so it seemed,

wanted her to join him in death. She was
depressed and lonely. In the past, she

had had four laminectomies after an in-

dustrial accident. She had a background
of unremitting unhappy experiences,

starting with a hard and unhappy child-

hood, a mother who “gave me away,”
multiple foster homes, and permanent
separation from her siblings and parents. '

Her mother had been a hysterical woman
who threatened frequently to drown
herself. Many deaths had occurred
among the people she had known. She
had had an unhappy first marriage full

of abuse, and was divorced after 10

years. Her second marriage lasted 25

years but she had three children who died

as infants. “There has been so much
tragedy in my life,” she said. Four years i

before this admission, her husband and a

son were lost a sea in a storm while she I

spoke with them on the radio. She then

went to live in a care home in order to

escape from a remaining son who threat-

ened her physically and demanded mon-
ey. Thyroid, chest X-ray, other studies,

and a CT head scan were negative.

Antidepressant (Trazadone, increased

to 300 mg a day) was prescribed, with

equivocal results. Because she appeared
j

to be amenable to suggestion and was of
j

local origin, a meeting was arranged with
|

a kahuna. After she took a complete
j

anamnesis of significant persons, places,
j

and events, the female kahuna employed
a brief cleansing ritual (see appendix),

and by her manner, assured the patient

that her symptoms would improve. Al-

though the patient was twice hospitalized :

for low back pain (because of the old
[

industrial accident) during the ensuing !

five months, she was vastly improved
otherwise, showing very httle depression

and no asthmatic problems. She has con-

tinued to maintain contact with her fam-

ily physician for mild complaints of arth-

ritis, and to take Mellaril 25 mg daily for

tension.

Treatment Methods
of the Kahuna i

Techniques for maintaining an inte- i

grated personality and for the treatment !

of aberrations of the huna were de-
;

veloped by the kahunas. They include i

mesmeric healing, hypnotic healing, :

mind-to-mind healing, the laying-on of

hands, healing from a distance, and self-

healing. ^ Ho'oponopono is a ritualized

form of family therapy for resolving in-

terpersonal and group differences. For

healing, use is made of a variation in

which mana, the energy force for the
j

system, is mobilized and sent to the

aumakua in order to cleanse one’s past

history, cut inhibiting ties with the past,
'

and promote fulfillment of wishes and !

prayers.'®

In a typical ritual for communicating
with the aumakua, first, “the way is

cleared” by prayers to a supreme being,

in order to convey a sense of being linked

with a greater spirit." Next, a supply of

Hawaii Medical Journal—Vol. 45, No. 7—July 1986
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rnana is sent to the aumakua, which will

convert the energy to higher voltage

(mana-loa). Usually, this is accomplished

by directed deep breathing, thereby

providing an extra supply of vital force

toward the aumakua, something akin to

an offering in religious practice. Proj-

ecting a mental picture of rnana rising in

the body can also promote and transmit

it. The unihipili is a primary process

agency, sometimes illogical, stubborn or

given to childish resistances, especially

influenced by the “talon law,” in which

hurting others requires retribution, and it

remembers everything from the past. As
a result, the uhane must persuade the

unihipili that amends have been made for

hurts done to others in the past. Since the

unihipili is literal, the most effective

means for expiating hurts are physical

acts or stimuli, accompanied by sugges-

tion. For example, the kahuna's patient

might be forced to make redress and
observe a fast, or do deeds of service for

others, or perform charitable deeds.

Anything will do if it is physically im-

pressive and contains an image, such as

cleansing, washing or freeing. Repen-

tance may be directed in a prayer that

requests forgiveness, cleansing, purifica-

tion, release, and cutting out all un-

wanted energies and vibrations, which

are then transmuted to “pure light. ”'<>

Kahunas engage in rituals of problem-

solving and cleansing of land, of objects,

persons and entities; they offer “release”

prayers to “bring about the release from
causes that create stress, unique and spe-

cific to each individual. Three concepts

are fundamental to the workings of this

cleansing and release process: Repen-

tance, forgiveness and transmutation.

The purpose of the process is to identify

the internal cause of the stress and to

release it.”‘® The related toxins and
negative vibrations are transmuted to

“pure light” and the subject person is set

free from the previous connections. An-
other round of breathing sends addi-

tional rnana, vital energy, to the

aumakua to facilitate the release and
transmutation. Finally, the unihipili is

thanked for its participation and help.

The huna “prayer” process involves

several steps. ^ (1) The unihipili must be

trained to learn to follow the aka cord
channel, directing it to the aumakua; (2)

the unihipili is trained to generate an
extra supply of rnana on command, then

to send it along the paths of contact

when needed; (4) if contact with the

aumakua is not made, the path must be

cleared by removing guilt complexes in

unihipili. If a prayer is made for healing,

the subject person must be cleansed of all

guilt complexes as a preliminary act; oth-

erwise, his unihipili will prevent the heal-

ing; (5) the prayer is carefully made,
considering the possible unexpected con-

sequences should the prayer be answered;

the will of the uhane impresses the prayer

upon the unihipili and builds strong
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thought form clusters; (6) the prayer is

held in the consciousness and the un-

ihipili is ordered to reach out and engage

the aumakua. The prayer is forwarded to

the aumakua with an extra supply of

rnana in order to have it materialize into

immediate or future happenings.

Etiology of

Psychopathology

Psychosis or mental retardation may
occur, according to Hawaiian lore, when
one or more selves are replaced by
wandering spirits, or irreparable block-
age occurs in the aka channels, with
fragmentation of the personality, or
when a specific curse has been placed by
a kahuna.^

“Possession” by a subhuman entity,

or a displaced uhane or unihipili, is

thought to explain cases of mutiple per-

sonality; amnesia is assumed to result

from displacement of the unihipili, which
has the function of storing memories. If

a change in personality occurs without

loss of memory, the uhane may have

been displaced. Psychosis may result

when the uhane is forced to leave the

body because of disease or injury, while

the unihipili remains, caring for the body
and remembering, but with a toss of

higher reasoning ability. The unihipili

may get separated from the uhane at

death, or when psychosis is caused by
disease or injury and the uhane is forced

out of the body. Unsupervised by an

uhane, these displaced unihipili make an

effort to get back into a body as “pos-

sessing” spirits, or cause mischief and
trickery, similar to what is done by a

poltergeist.

3

The kahunas think illness is caused by

tension from conflicts of thought and

emotional energy, such as fear or anger,

and therefore consider all symptoms as a

form of conversion reaction. Prag-

matically, they use medicines, rituals,

diets, amulets and other objects or ac-

tivities in the healing process. Phys-

ical manipulations, ‘5 as well as manipu-
lation of areas in which the hands of the

healer do not tough the patient, are em-
ployed. ^ A conscious attempt is made to

change beliefs, attitudes and assumptions

by stimulating the imagination in order

to reveal patterns of beliefs, to develop

new beliefs and habits, and to promote
changes by means of release and for-

giveness. Undesirable thoughts that

produce tension are replaced by positive

ones, when possible, and the patient’s

memory is explored in order to re-

interpret or modify past events. Tech-

niques of muscular relaxation are taught.

Directed imagination is a major tool to

channel thoughts, emotions and actions

into new directions, and is accomlished

by teaching how to direct the rnana. All

healing results, according to kahuna be-

lief, from a natural communion with a

higher self, the aumakua, and from al-
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lowing vital energy to flow freely along

the aka channels. The practice of aloha

(love) and the sharing of joy makes the

union effective, permitting full partici-

pation by all parts of the individual.

Discussion

Practitioners of huna regard it as a

practical system of psychology, rather

than as a religion or an occult system.

Pre-Western practitioners of huna dis-

played awareness of concepts of uncon-
scious determinism, psychosomatic
linkage and its role in disease and symp-
toms, an awareness of psychopathology,

such as in multiple personalities, hys-

teria, conversion, psychoses and neu-

roses, and a theory to account for these

problems. Kahunas have developed tech-

niques of treatment that use the authority

of a healer who teaches the patient new
attitudes based on a comprehensive theo-

ry of the cause of the problem, and
prescribes treatments that include many
modalities currently used in modern psy-

chiatry. Besides physical and somatic

treatments — such as diet, fasting, medi-

cines and massage — ritual is employed
to expiate guilt, burdensome memories
are reinterpreted, and control of his life

is restored to the patient. The purpose of

huna is to restore the patient to health by
clearing channels through which healing

energy can travel freely, thereby promot-
ing integration of the parts of the indi-

vidual. Adherence to a religious suasion

is not required, even though terms like

“God,” “Divine Creator,” and
“prayer” are used; the rituals do not

constitute a creed. Unlike in most mod-
ern scientific psychiatric practice, how-
ever, the Hawaiians accepted the idea of

a superordinate intelligence with su-

pernormal powers. This idea has ap-

peared in psychology in the ideas of

Jung’s Collective Unconscious and in As-

sagioli’s Superconscious. In the literature

of Hawaiian culture, legends and anec-

dotal descriptions of the healing abilities

of the kahunas abound, despite the

assumption that much of the knowledge
was suppressed and lost after West-

ernization. In fact, huna is enjoying a

resurgence of attention in the popular

press, and it could provide stimulating

ideas for psychiatrists of the present.

appendix

The Ho'oponopono process of Mrs. Morrnah

Nalamaku Simeona, Kahuna Lapa‘au.

1. Seven rounds of breathing — ha, which means

“breath” in Hawaiian. Each round consists of

four steps: inhale (to energize) for a seven-count;

hold the breath for seven; exhale (to release im-

purities and blocks) for seven; and hold the

breath for seven.

2. A prayer of one’s choosing.

3. Repentance: “Divine Creator: Father, Mother,

Son as One, if I, my family and ancestors have

offended you in thoughts, words, deeds and ac-

tions from the beginning of our creation to the
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present, please forgive us; cleanse, purify, release,

sever and cut all the unwanted energies and vi-

brations we have created and/or accumulated

and accepted from the beginning of our creation

to the present. Please transmute all the negative,

unwanted energies to Pure Light. We are set free!

And it is done!”

4. Ho‘oponopono: “Divine Creator: Father, Moth-

er, Son as One, I, my family and ancestors wish

to do a ho'oponopono, eliminating all my fears,

errors, resentments, guilts, anger, violence, at-

tachments with people, places, past lives, home
ties that contribute to the cause of my problems.

Cleanse, purify, sever, cut and release all the

negative and unwanted memories, blocks and

energies we have created, accumulated and ac-

cepted from the beginning of our creation to the

present. Transmute all these unwanted energies to

Pure Light. We release them to Pure Light as they

release us. We are set free! And it is done!”

5. Release: “Divine Creator: Father, Mother, Son as

One, 1, my family and ancestors mentally detach

myself from all involved in this case. I cut all aka

cords. We are set free! And it is done!”

6. Cleansing: “I mentally bathe myself from the top

of the head to the toes with the following colors:

indigo seven times; emerald green seven times; ice

blue seven times; white seven times.”

7. Transmuting: “Divine Creator: Father, Mother,

Son as One, 1, my family and ancestors mentally

transmute all released toxins and negative vi-

brations to Pure Light and surround myself with

a gold circle. We are set free! And it is done!”

8. Seven rounds of breathing (ha).

9. Thanking the unihipili: “Thank you for partici-

pating and for helping, and may the i’ continual-

ly bless you.”

REFERENCES

1. Leong T: Kahuna Institutions of Hawaii. Univ

So Cal, master’s thesis, 1962.

2. Ffoffman E: Huna, a Beginner’s Guide. Rock-

port, Md., Para Research, 1981.

3. Long MF: Introduction to Huna. Phoenix,

Ariz., Esoteric Publ, 1975.

4. Steiger B: Kahuna Magic. Rockport, Ma., Para
Research, 1981.

5. King S: Kahuna Healing. Wheaton, 111.,

Theosophical Publ, 1983.

6. McBride LR: The kahuna; versatile mystics of
old Hawaii. Hilo, Hawaii, Petroglyph Pr, 1972.

7. Long MF: The secret science at work. Marina

del Rey, Calif., DeVorss, 1953.

8. Pukui MK, Haertig EW, Lee CA: Nana I Ke
Kumu, vol 1. Honolulu, Hawaii, Hui Hanai,

1972.

9. Long MF: Recovering the ancient magic. Cape
Girardeau, Mo., Huna Pr, 1978.

10.

Simeona MN: The way of the "I” and
Ho'oponopono. Honolulu, Hawaii, Foundation

of “I,” 1983.

11. Pukui MK, Haertig EW, Lee CA: Nana I Ke
Kumu, vol 11. Honolulu, Hawaii, Hui Hanai,

1972.

12. Handy ESC et al; Ancient Hawaiian medical

practice viewed by a doctor, in Ancient Hawai-

ian Civilization. Japan, CE Tuttle, 1965.

IS. Kimura L: Kahuna lapa'au. Hawaiian Historical

Review, 3:273-275, 1966.

14. Gutmanis J: Kahuna lapa'au: practice of Hawai-

ian herbal medicine. Norfolk Island, Australia,

Island Heritage, 1976.

15. Handy ESC, Pukui MK, Livermore K: Outline

of Hawaiian physical therapeutics. Honolulu,

Hawaii, Bulletin 126, BP Bishop Museum, 1934.

16. Larson NP: Medical art in ancient Hawaii. Ho-
nolulu, HI 53rd ann report of Hawaiian Histori-

cal Soc, 1944.

17. Wilkerson C: Hawaiian magic. Honolulu, Ha-
waii, C Wilderson, 1968.

18. Morrill SS: Kahunas: the black and white magi-

cians of Hawaii. Boston, Mass., Branden Pr,

1969.

19. Rodman, JS: The Kahuna: Sorcerers of Hawaii,

past and present. Smithtown, N.Y., Exposition

Pr, 1979.

20. Rodman JS: The Kahuna Sorcerers of Hawaii,

Past and Present. N.Y., Exposition, 1979.

21. Snyder PJ: Folk Healing in Honolulu, Hawaii.

Ph.D. dissertation, U of Hawaii, May 1979.

AIDS — The Learning Together Conference
By Jennifer Frank, MD*

On Friday, April 4, 1986, the Hawaii

Medical Association sponsored a very

well-attended conference on AIDS at the

Ala Moana Americana Hotel in Honolu-
lu.

The conference featured many eminent

authorities, including Harold Jaffee

MD, Chief of AIDS Activity in the

Epidemiology Section at the Center for

Disease Control in Atlanta; he outlined

the current spread of the disease in the

United States and the prospects for con-

trol of the epidemic.

Deborah Greenspan, BDS, showed
slides of the new oral lesions that doctors

and dentists are now seeing as evidence

of this disease; she discussed the precau-

tions that dentists should be taking,

which are identical to those recommend-

ed for the prevention of the spread of

Hepatitis-B in dental offices.

Arthur Liang, MD, of the Hawaii

State Health Department related local

statistics, which are currently at 69 cases,

with 39 dead. These include Caucasians,

Asians, Hispanics and Blacks. He re-

ported that a positive sign of behavioral

change in the male homosexual risk

group is apparent through the decrease in

reported cases of syphillis and rectal

gonorrhea in men in Hawaii, reflecting

similar trends on the Mainland.

Mervyn Silverman, MD, past-director

of the Department of Health in San
Francisco, shared with the audience the

history of the public health approach in

dealing with AIDS in that city, which has

been exemplary in both economic and

humanitarian terms.

Jay Levy, MD, the oncologist from the

University of California/San Francisco

School of Medicine, who isolated the

AIDS-associated retrovirus, discussed the

neurotropism of the virus, it being found

in vaginal secretions, and in particular

the relatively small number of virus parti-

cles that are found in the blood of in-

fected persons, as compared with the

much larger number of such particles in

persons infected with Hepatitis-B. “This

explains why HB is more readily spread

as a result of a needlestick than is HTLV-
III (25-50 thousand in the latter instance,

as compared with 10 to 100 million parti-

cles of HB per ml of blood),” said Dr.

Levy.

“As of 1986, some 50% of the gay

male population of San Franciso has be-

come infected with the AIDS virus,” ac-

cording to Donald Abrams, MD, also a

featured speaker at the conference. He is

the Assistant Director of AIDS Activities

at San Francisco General Hospital. He
reported that studies have shown certain

characteristics of ARC — Aids-Related

Conditions — in patients who will go on

to develop AIDS. These are oral can-

didiasis, hairy leukoplakia of the oral

cavity, an elevated sed rate, a lowering of

the white blood count or of platelets and

anemia.

Connie Wofsy, MD, an infectious dis-

ease specialist who is co-director of the

AIDS Clinic & In-Patient Unit at SF

General Hospital, described the “induced

sputum” technique for diagnosing Pneu-
mocystis pneumonia, wherein nebulized

saline provokes a deep cough. This tech-

nique is successful in 60 to 75% of cases,

thus reducing the need for bronchoscopy

in order to establish the diagnosis.

Allison Moed, BSN, the head nurse of

the AIDS ward at SFGH, told of the

volunteers who have come forward from

the San Francisco community, deeply

moved by the plight of the AIDS suf-

ferers, and how these Samaritans have

helped enrich the lives of these patients

and of the staff personnel of the unit.

The final speaker was Michael Got-

tlieb, MD, the immunologist from
UCLA who cared for the first 5 cases of

AIDS diagnosed in the U.S. He discussed

the anti-viral drugs presently being stud-

ied, which may be useful in combination

with immune modulators. “Clearly,

there is as yet no cure and no available

vaccine,” he said.

Major sponsors of this milestone con-

ference, in addition to the HMA, were

the Life Foundation and the State De-

partment of Health. Many other com-

munity-minded organizations and indi-

viduals pitched in to help put it across.

More than 600 persons, largely health

care providers but also including interest-

ed persons from the general public, at-

tended.

* Jennifer Frank, MD, is a specialist in Family Prac-

tice in Honolulu.
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yOWYOITRETURING

1161 Kapiolani Boulevard, Honolulu, Hawaii 96814/545-4765

Phone or visit any of our authorized agents: AUDIO SHOPPE, Honolulu,

537-1931 • HONOLULU TELEPHONE, Honolulu, 523-7761 • IDEAL
PICTURES, Honolulu, 847-2675 • SENSORMATIC HAWAII, Honolulu,

396-6468 • AA CAR STEREO, Honolulu, 528-3466 • MCI MAIL,
Honolulu, 545-2000 • AMERICAN ELECTRONIC, Honolulu, 537-3378

ERICSSON ^

INTRODUCING HAWAII'S FIRSTAND ONLY

Honolulu Cellular
Telephone Company

You QWl take it with you.

Now busy people on the move are guaranteed
crystal clear conversations to anywhere around the
world. With a truly mobile and portable tele-

phone service that’s light years ahead of

anything you’ve ever heard before.

’ New from Honolulu Cellular Telephone
Company. The first to offer Oahu this

powerful business tool.

IT'S CLEAR AND SIMPLE
Public Telephone

With five cell sites up and eight additional

planned for the near future, we'll provide

superior cellular coverage over Oahu.

or International

Our lightweight cellular telephones are backed
by an extensive network of cell sites

that instantly transmit your call

from most anywhere on Oahu.
To anywhere in the world.

With incoming calls connected
just as quickly and clearly.

WE BUILT

THE SYSTEM
As Oahu’s leader in cellular

service, we’ve invested millions in the most advanced cellular network
equipment from Ericsson, a worldwide leader in communications
technology. Because our commitment is to providing Oahu long-term,

superior cellular service. The kind of service you’ve been waiting for.

Your call IS received Py the nearest cell site and routed to our
Mobile Telephone Switching Office. From there it travels to

the public telephone network for completion to any local.

Mainland or international number Instantly.

Expert installation of your cellular telephone is available through
us or any of our authorized agents.

Call us and you’ll hear what you’ve been missing.



Oral

Suspension
250 mg/5 ml

Keflex^
cephalexin

Additional information

available to the profession

on request.

^DISTA Dista Products Company
Division of Eli Lilly and Company
Indianapolis, Indiana 46285
Mfd. by Eli Lilly Industries, Inc.

Carolina, Puerto Rico 00630
420113



... an old drug put to more use

Therapeutic Use of Colchicine

In Thrombocytopenia

Robert T.S. Jim, MD
Professor of Medicine

University of Hawaii School of Medicine

Cochichine has been used to treat gout, familial Mediterranean fever,

amyloidosis' and idiopathic thrombocytopenia purpura (ITPf’ K In this study,

the use of colchicine in ITP, drug immune and L.E. thrombocytopenia is

reported.

Table l. — Use of Colchicine in Thrombocytopenia

Case No. Age Sex Diagnosis Previous Treatment Date

started

Colchicine R\

Duration of

treatment

Response

1 45 F ITP
Thyroidectomy for

Graves disease 1960

Splenectomy 1970

Prednisone

7/15/81 12 days Partial

2 32 M ITP Prednisone

Cyclophosphamide
Vincristine

1st course

12/5/81

2nd course

2/8/82

44 days

35 days Complete
remission

3 11 F ITP Prednisone

Cyclophosphamide
10/5/82 20 days None

4 41 M ITP Prednisone 12/4/84 14 days Partial

5* 14 M ITP Splenectomy
Prednisone

4/3/80 8 months Partial

6 63 M Myelodysplastic

syndrome
Immune drug

thrombocytopenia

4 courses 5 days
given between 7 days

11/83-5/84 7 days
16 days

Partial
»

»

)

7 68 F L.E. thrombocytopenia Prednisone 5/24/85 14 days Partial

*Clinical information kindly supplied by Fortunato Elizaga, MD

Presented at the St. Francis Hospital Hematology
Conference, June 20, 1985, Honolulu, Hawaii
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Materials and Methods

Cochicine was given to patients in

doses of 0.5 or 0.6 mg 2 to 3 times daily

orally; the dose was reduced or discon-

tinued if diarrhea or significant

leukopenia developed. Brief clinical data

is recorded in Table 1.

Results

Of 5 patients with ITP given col-

chicine, complete remission occurred in 1

who was also on prednisone and
cyclophosphamide (case 1). Splenectomy

was avoided in this patient. Three pa-

tients with ITP already on steroids

and/or cyclophosphamide showed im-

provement in thrombocytopenia when
colchicine was added for periods of one

week (case 4) to 5 months (case 5). In 1

patient with ITP there was no response

(case 3) and splenectomy was eventually

done. In I patient with a myelodysplastic

syndrome and superimposed drug im-

mune thrombocytopenia (case 6),

cochicine given on 4 occasions resulted in

rapid significant elevations in platelet

counts on each occasion. In 1 patient

with L.E. thrombocytopenia, rapid im-

provement occured in thrombocytopenia

lasting at least 3 weeks (case 7).

Discussion

Harrington et aP treated 19 patients

who had ITP with colchicine alone or in

combination with steroids and im-

munosuppressive agents and obtained

complete remission in one when it was
used alone and 3 complete remissions

when colchicine was used in combination
with immunosuppressive agents. Lo-
buglio et al treated 14 patients with

ITP with colchicine and obtained com-
plete remissions in 1 patient and partial

remission in oneb In these 2 reports no
responses were seen in 14 of the 33 pa-

tients given colchicine. In our study, of 5

patients with ITP given colchicine com-
plete remission occurred in 1 who was
also being given steroids and cyclo-

phosphamide. Partial remissions oc-

curred in 3 patients with ITP and no
response in 1. The combined total ex-

perience for the use of colchine in ITP in

the medical literature and in our study is

summarized in Table 2. It appears the

use of colchicine alone in ITP or in com-
bination with steroids and immunosup-
pressive agents can induce complete re-

mission in only a small number (about 18

per cent), partial remission in slightly less

than half and no response in the rest.

Colchicine appears more effective when
combined with steroids and immunosup-
pressive agents than when used alone.

The use of colchicine in the management
of ITP is not primarily to replace ste-

roids, immunosuppressive agents or

splenectomy, but as another agent to

help raise the platelet count when higher

levels are desired. Colchicine may be use-

ful when splenectomy is refused or con-

traindicated or has failed, or for immune

thrombocytopenia due to drugs or other

diseases.

REFERENCES
1.

Ravid M., Robson, M., and Kedar (Keizman)

I.: Prolonged Colchicine Treatment In Four Pa-

tients With Amyloidosis. Ann. Int, Med. 87: 568,

1977.

2. Melo, J., Harrington, W.J., Ahn, Y.S., Col-

lin, A.S., Byrnes, J.J. Pall, L.M. and
Mylvaganam, R.: Colchicine Therapy of

Idiopathic Thrombocytopenic Purpura (ITP),

BLOOD 58: 200A, 1981.

3. Strother, S.V., Zuckerman, K.S. and
Lobuglio, A.F.: Colchine Therapy for Refractory

Idiopathic Thrombocytopenic Purpura, Arch.

Int. Med. 144: 2198, 1984.

TABLE 2.

Colchine Therapy for ITP, combined data

No. Pts

Complete
remission

Partial

remission

No.
response Ref.

19 3 12 4 Harrington

BLOOD 81:200, ’81

14 3 1 10 LuBuglio

Arch. Int. Med.
144:2198, 1984.

4 1 2 1 R. Jim

I 1 F. Elizaga

1? ~T 15

CASE 1

PLATELET CT.
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MIBS
MEDICAL
INFORMATION

and

BILLING

SYSTEM

IMPROVE Your MEDICAL BILLING
MIBS provides unique advanced features for improving your cash flow, reducing your
receivables, increasing your staff’s efficiency, and providing comprehensive management
information. MIBS is a total in-house system utilizing the latest IBM Personal Computer
AT or to help you automate your office. MIBS is designed for Hawaii’s Physicians
including extensive capability for HMSA and other insurance claim processing. This system
offers the following advantages:

Improve Cash Flow

System improves cash flow through daily
billing which reduces time between service

and statement, statement dunning messages
based on account age, and collection aids.

Track HMSA Claims

Track and automatically resubmit outstan-
ding DSS and HMSA participating claims,
audit payments and adjustments to insure

accurate reimbursement, submit HMSA and
DSS claims electronically, and analyze
payment patterns.

Automate Medical Office

MIBS interfaces with popular word proces-
sing, spread sheet, and database packages
allowing the physician to automate office

functions.

Provide Flexibility

MIBS was designed to provide the user with
extensive options so that the system can
be "customized" without any additional
programming.

Improve Productivity

Productivity is improved through daily
billing which evenly spreads the monthly
workload, on-line inquiry, efficient claim
processing, and easy error correction.

Provide Management Information

MIBS reports include account aging analy-

sis, production analysis, procedure utili-

zation, credit balance accounts, diagnosis

utilization, and referring physician ana-
lysis.

MIBS: MEDICAL INFORMATION and BILLING SYSTEM
PPMS supports MIBS with extensive training, continuous professional support, and prompt
response and service. For more information and a DEMONSTRATION on how MIBS can improve
your medical billing, call BILL LIGGETT at 521-2397.

Pacific Professional Management Systems, Inc.PPMS 1 188 Bishop St. Suite 3010 Honolulu, Hawaii 96813 Ph. 521-2397



IMAGINE
KNOWINGTHAT
TODAiriSTHE

BESTDATYOU’LL
EVER HAVE.

It you had a progressive neuromuscular

disease, every tomorrow would bring you

greater weakness and more muscle waste. And
the best day you could hope tor would he the

one you were having right now.

That’s because most neuromuscular dis-

eases progress day by day, gradually wasting a

patient’s muscles away. This muscle degeii'

eration can’t be halted. And, it can never

he reversed.

At the Muscular Dystrophy Associa-

tion, we’re striving to put an end to twelve

tomis of muscular dystrophy and twenty-

eight other neuromuscular diseases. Because

we believe there are no incurable diseases

—

just diseases for which cures haven’t yet been

found. And because it’s the only way that

tens of thousands of people with neuro-

muscular disease can look forward to a

better tomorrow.

MDA
Muscular Dystrophy Association, Jerry Lewis, National Chairman
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CASE 6
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Tort Reform Demonstration
A “Dignified Demonstration” of physicians and health care

professionals was held June 10 at the State Capitol and neighbor

island hospitals to urge Governor Ariyoshi to call a special

session of the Legislature. Approximately 260 supporters ap-

peared with white lab coats, stethescopes and posters to express

the medical profession’s concern about the current liability insur-

ance crisis and its effects on patients and the general public.

Statements were made by HMA President RUSSELL
STODD, MD and Task Force chairman WILLIAM H.
HINDLE, MD and a number of state legislators at each meet-

ing. We believe our message has reached the ears of legislators,

the Governor, and the public as a whole, especially since repre-

sentatives of press and broadcast were all there.
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Perspective From a

Glass of Water,
Half Filled

The pessimist sees the glass as half

empty . . . The optimist sees the glass as

half full ....
Likewise, there are physicians who feel

the medical profession beset with all its

problems, will continue its steady decline

. . . But some of us feel that it has

weathered the worst and is now on the

upswing ....

Life in

These Parts . . .

Karl Pregitzer, Director, Emergency
Medicine, Kaiser Hospital, writes in a

Letter to the Editor: “On April 10,

“Magnum, PI” clearly showed Tom
Selleck and a female co-star driving

through Kahala. The scene emphasized

rather reckless driving by the female co-

star — at least it appeared Tom thought

so. Unfortunately, neither was wearing

seat belts. I would like explained why a

nationally syndicated show filmed in Ha-
waii would blatantly break Hawaii’s seat-

belt law, especially when it is under the

supervision of off-duty Honolulu po-

licemen who supply security and traffic

control during filming . . . etc, etc . .
.”

(Ed. There is more . . . Karl is to be

commended for his perspicacity . . .)

Dwayne Reed, director of the Honolu-

lu Heart Program at KMC reports that

the risk of hemorrhagic strokes is about

three times higher for heavy drinkers

than non-drinkers . . . Even those who
are considered light drinkers are twice as

likely to have such strokes ... (A light

drinker consumes fewer than 28 drinks a

month and a heavy drinker takes more
than 80 drinks a month) Katsuhiko Yano
was the principal investigator for the

study which studied 8,000 men regularly

since 1965 at KMC.
We are indebted to realtor Margaret

Sung of Ace Properties Inc. for her ex-

pertise in helping HMA find a qualified

buyer for the Ward Street HMA building

from among the many offers submitted

. . . (per Nelson Jones)

Life in

These Parts . . .

Cal Sia told the Senate Foundation

Committee that isle students with prob-

lems ranging from truancy to attempted

suicide need more attention in school . . .

“Physicians and educators agree that one
of the major factors contributing to a

child’s optimal accomplishment in school

is freedom from any disabling handicaps,

whether organic or psychosocial . .
.”

Cal feels that school support services

concentrate on students certified as being

handicapped but support services for reg-

ular and gifted students are fragmented

and he proposed resolutions to study and
correct the situation . . .

The Kaiser Foundation Health Plan

Inc. is seeking SHPDA approval for a

clinic in Kailua-Kona . . .

HMSA increased its membership by

20,000 to a total 570,000 in 1985 and
reported 1985 as one of the best years in

membership growth since the 1950s. It

paid $316 million in direct benefits and
another $308 million in government

sporisored programs . . .

In March, Paul Stevens announced
that the financially troubled Molokai
Clinic (with six family practitioners)

would close on April 30 . . . Paul ex-

plained in a letter to their patients that

“the decision was forced upon us prima-

rily by a financial crisis resulting from
marked increases in operating expenses in

1986, e.g. a 4-foId increase in malpractice

insurance . .
.” The Clinic had to stop

delivering babies earlier because of the

exorbitant increase in malpractice premi-

ums for obstetrics . . .

Radiotherapist Paul De Mare is the

great-great-grand nephew of Mother
Marianne . . .

Denis Mee-Lee, chief of the state Men-
tal Health Division for the past 9 years,

is frustrated by the lack of state funds

and the bureaucratic process. Hawaii was
rated 51st in the US by consumer ad-

vocate Ralph Nader’s group . . . Ev-

eryone agrees that the report on the

State’s Mental Health Program is flawed,

but Mee-Lee told the state House and
Senate Health Committee, “I would
urge, plead, for your involvement with

this issue.” Hawaii spends only 1% of

the total government budget on mental

health and ranks 46th in the nation . . .

Hawaii Medical

Conference
Humor
Murphy’s Law: “If anything can go

wrong, it will” . . . Pons’ Corollary to

Murphy’s Law: “In any field of scientific

endeavor, anything that can go wrong,

will . . .” (as told by Vincent D. Pons,

visiting professor from UCSF lecturing

on “Osteomyelitis.”)

St. Peter was at the Pearly Gates as

usual checking in the new arrivals. The
Pope, his time up, arrived and seeing the

long waiting line, went straight up to St.

Peter: “You know me ... my creden-

tials are immaculate and need no check-

ing . .
.” St. Peter said, “Oh yes, we

have been expecting you. But there are so

many other equally good people ahead of

you, please wait in line with the others

...” So the good Pope went to the end

of the line. Just then, a snow-white

Cadillac pulled up on a cloud ... A
white-haired, imposing figure clad in

white jacket, white scrub suit and

surgical shoes, carrying a white medical

bag, a white stethoscope draped on his

shoulders, got out and without a word,

strode up to the Pearly Gates which auto-

matically opened and let him through

. . . The Pope was curious and went up

to St. Peter and asked, “who was that?”

St. Peter assured him, “You must un-

derstand . . . that was God . . . every

now and then. He likes to play doctor

(As told by Roland Kaye, Stanford

visiting professor who spoke on
“NSAlD’s: A Way out of the Maze.”)

Elected, Appointed
and Honored

Erlinda Cachola was one of 1 1 state

winners of the Thomas Jefferson awards

for 1986 . . . Bob Nordyke was awarded

the Straub Foundation’s Excellence in

Research Award for his paper describing

the relationship between age and signs of

hyperthryoidism (based on his examina-

tions of 800 hyperthyroid patients). Oth-

er researchers receiving honorable men-

tion included David Fitz-Patrick, David

Fergusson, Morris Mitsunaga, William

Tsushima, and Annette Higuchi . . .

Greg Yuen is booked this summer for

Talknet, the NBC radio show outta New
York . . . Meantime Greg’s scribbling a

book — “Natural Success” (Midweek,
April 23) DOH Appointments: Richard

Frankel, chief of Tuberculosis Branch,

Communicable Disease Division . . .

Noelani Apau, chief of School Health

Services Branch, Family Health Services

Division . . .

In April, urologist John Edwards was

being considered by the City Council for

appointment to the Honolulu Liquor

Commission. John was nominated by

Mayor Fasi after reports of racial dis-

crimination against blacks and military
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REAL ESTATE
OPPORTUNITIES

WAIALAE IKI

$625,000

PRESTIGE LOCATION, STUNNING VIEW

One of the truly spectacular views on Oahu. Luxury custom home for

those who enjoy space and privacy. Ocean, Mountain and sunset

views. Master plus two large bedrooms with baths fashioned around

pool. Two bubbling spas. $535,000 (L) Iz Campbell (RA) 395-5439.

MORE SPECTACGLAR HOMES AND VIEWS
Kaneohe Bay Ocean/mtn, 3 bdrm, 2.5 bath, den (FS) $339,500

Aina Haina Oceanfront, 5 bdrm, 4.5 bath, pool (FS) $695,000

Diamond Head .... Alnamalu estate, beachfront, secured (FS) $3,250,000

Kahala Oceanfront. new home, pool, tennis (L) $3,900,000

Kualoa 1 .84 acres, mtn/ocean views, serene (L) $499,900

CoiileyDew
Where Real Estate is an Art.

333 Queen St. • Suite 710 • Honolulu. HI 96813
A Real Estate Corporation

(808) 524-2844

Above the Crowd FEE SIMPLE

Manoa Challenge $475,000
Super large residence, over 3,500 square feet of living area,

with five bedrooms, four baths and your own personal indoor

"HAND BALL COURT"!

Finish to your taste — mansion or two family living. Over

I 2,000 square feet of land.

For private showing call

Jane Dunn (R) 373-3227

KAHALA HALE, INC.
4747 Kilauea Avenue, Suite 212

Honolulu. Hawaii 96816

'® (808) 735-7888

Onfui^;

KAMAAINA ESTATE
Lush gardens surround this unique 4 bedroom
home with Pool & Guest House. Over 5,000 sq.

ft. of living area; recent renovations.

MLS 23309 $950,000 (FS)

Call for your private showing

DOTTIE SMITH (R) 946-7488

CLORIR DRMRON RSBOCIRTES INC.
KAHALA OFFICE

732-1414
HAWAII KAI OFFICE

395-7522

Aina Haina Shopping Centre, Suite 126

820 W. Hind Drive, Honolulu, HI 96821 • (808) 373-9869

Diamond Head and Ocean Views.

Luxury home overlooking the Waialae golf

course. 3 Bedrooms, 3 baths plus powder room,
elegant porte cochere and completely private

swimming pool. LH. (MLS 69341)



REAL ESTAT
OPPORTUNITIES

MOKULEIA SEA LODGE

CUSTOM 3 BDRM LINWOOD POLE HOME

Located in a newer beachfront subdivision. Features in-

clude Gourmet Kitchen * Cathedral Ceilings • Luxurious

Spa * Stained Glass * Covered Deck • Fully Fenced Yard
• Low Maintenance Landscaping.

Situated under house . . . lots of storage, laundry area and

workshop.

All this just steps to a beautiful Sand Beach
Fee S198. 500.00

AAorianne
Abrigo, Properhes

P O Box 867. Haleiwa. Hawaii 96712 637-3511

GLORIOUS VIEWS
Distinctive architectural design on Waialae
Iki perimeter lot. 3 bedrooms, 3 baths plus

separate studio. Leasehold $499,000.

(20313)

Dennis Michalek (R)

531-6488 395-5508

I

dolman
associates «
REALTORS

since 1957

WAIKIKI <SHODES

TH1<S VIEW CAN 5E YOUD(S”

You may not want to leave the comfort of this

furnished 2 bedroom Penthouse to go to the

beach just outside your door but it is

there when you want it! Leasehold. Co-op.

$295,000

Peggy 6lock (D) 373-4346

siArk
(808) 944-8744

LANIKAI
FEE SIMPLE HOME, io>t block
from the beech! Appeellng property with a
lovely monkeypod tree and some ocean
and island view — two bedrooma In mala
honso, with lots of decking, plna a one
bedroom apartmant underneath. 1279,000

Rnaty Knnz (R) 263-4546

MAUNAWILI PARK
SPACIOUS POOL HOME on n qui-

et cnl-do-sac, with ontstanding monntaln
viewsi Foe almplo — tastefully landscaped
— four bedrooms, two baths, dining room,
family room with open beamed coiling.

$219,000
Bill Johnson (RA) 261-5957

LTD., REALTORS
25 KANEOHE BAY DRIVE
KAILUA, HAWAII 96734
Telephone 254-3521

PRECIOUS COUNTRY ESTATE

KAILUA; FEE SIMPLE 35,800 sq.ft, lot
OCEAN/MOUNTAIN VIEWSI POOL. 2 story 4 bed. 2^A bath
of modem & Elegant comfort. Almost 3,000 sq. ft. to enjoy!

$249,000 is an exceltent 6UYI Easy to show.

UNIVERSITY: KINGS GATE. V ' \4A
#2306. Almost PH. Beautiful show-home co.^T»on. 2 bed. 2
bath. 1049 sq. ft. w/a super DIAMOND HEAD VIEWI Excel-
lent BLDG $139,000 la a Bargain BUYI

MAKIKI: VILLAGE MALUHIA.
#807 A real beaiityl Modem 2 bed 2 ba\^ CX^EAN/MTN
VIEWS. Full appilearwes POOL JACCUZZI, SAUNA. WT.
ROOM & B.B Q. TOOl $78,000 is a SUPER BUYI

#900 RARELY AVAILABLE CORNER HI-FLOOR UNIT.

OCEAN/MOUNTAIN VIEWS- 1 bedrm 1 bath FULL AP-
PLIANCES. SUPERLATIVE PRICEI $59,000. Clean, cleani

DOWNTOVyN: HONOLULU TOWER VA/FHA
#1905 FEE SIMPLE 1 bed 1 bath 770 sq ft. Glorious mountain
view $117,500 "Country Club" atmosphere.

John/Chu Lan Shubert
538>3500. 537-6510

SHUBERT PROPERTIES
m
Bl Allot*

538-3500
I laa Btthop Sn«eL Suite aaoi • HonoMa Hawau OMi3 MLS.

WANT PRIVACY?

WANT SWEEPING KAILUA BAY VIEWS?

Then this is the home for you! This Lanikai hillside 3

bedroom, 2 bath pole-house is completely furnished Large

sunny deck for poolside relaxation with private decks off

each bedroom as well Fireplace for those cool, cozy

nights $2600/month. includes pool service and gardener

Nancy Bathen (R) 395-4565

HILL & CO.
specialists in line residential properties

HONOLULU
373-9844

WHEN A FAMILY NEEDS

AHOME...
THINK ABOUT:

A 3-bdrm. expandable on

1.5 acre lol in Haikn Knolls

$189,000 (L)

,

A 3-bdnn. with ocean view
|

on Lower Waialae Iki

$289,000 FEE

A 4 bdrni. plus den in con-

venient Kaiiua

$169,500 (L)

A 3 bdim, 2 story with

huge back yard in Kalama

$189,500 (L)

LIVE HAPPILY EVER AFTER
WITH A LITTLE HELP FROM

SPENCER/SEWELL REALTY, INC.

Earl Thacker Ltd.
SINCE 1930, d TRADITION m HAWAII'S REAL ESTATE INDUSTRY

BREATHTAKING OCEAN VIEWS

975 Kapiofani Blvd (808) 537-5511

The essence of paradise with every breeze

Incomparable value on the slopes of

Diamond Head. A single-level home, 3

bedrooms, 3 baths, 1 bedroom/1 bath is

separate guest quarters, family room, deck,

quiet courtyards, sparkling pool . . . serene,

beautiful and private $550,000 Fee Simple

Barbara Thompson (R) 373-3448

Susan Thacker (RA) 732-3632

2222 Kalakaua Avenue, Suite 1415, Phone 923-7666

SCULLY ROGERS LTD.
PRESENTS

A SUPER LUXURY PENTHOUSE
$775,000

THE MAGIC OF MAGIC ISLAND. THE CONVENIENCE
OF ALA MOANA BEACH PARK FOR SWIMMING,
JOGGING OR TENNIS . . . OR SIMPLY BRONZING IN THE
SOFT SAND THE LOCATION OF A-WAY ACCESS TO
FREEWAY. TOWN OR WAIKIKI THE BEST TWO
PARKING STALIN IN THE BUILDING. THE LARGEST
APARTMENT IN 1350 ALA MOANA ... 3 BEDROOM, 3

BATH WITH FULL UTILITY ROOM. A SPACIOUS LANAI
THAT GIVES YOU THE SUNRISE TO SUNSET
PANAROMA OF OUR EXCITING CITY. OWNER CAN
CARRY OR WILL EXCHANGE FOR INCOME PROPERTY
OR SMALLER CONDO IF YOU HAVE CONSIDERED
THE ADVANTAGES OF PENTHOUSE LIVING PLEASE
LET US SHOW YOU THIS MAGNIHCENT APARTMENT.
EXCELLENT MANAGEMENT, EXCELLENT SECURITY.
EXCELLENT RECREATION AREA WITH POOIS . . .

BARBECUE . . . PICNIC LAWNS . . . GAME ROOMS . . .

EXTRA STORAGE. OWNER MOST MOTIVATED. WILL
LOOK ATAU OFFERSI

24 HOUR NOTICE FOR SHOWINGS.
PLEASE CALL

LTD.

f 922-4622 • 395-6524
2222 KalAkaua Ave., Suite 7l3i Honolulu. Heweii 9681S



personnel at Waikiki discos . . . John

feels that racial discrimination in Hawaii

is an “aberration.” (Ed. W'e agree . . .)

Lincoln Luke was elected president of

the Hawaii Chapter of the American

Academy of Family Physicians . . . Mary
Flynn, Resident with the UH Medical

School integrated pathology program,

will become deputy medical examiner in

July to assist Alvin Omori . . .

W'illiam Yarbrough is the new chair-

man of the Pan-Pacific Surgical .Associa-

tion. Other officers are James Penoff,

chairman-elect; Kazuo Teruya, treasurer

and Ray Taniguchi, first vice-chairman

. . . Board members are Clifford

Straehley, past chairman, Peter Barcia,

Thomas Kosasa, Allan Kunimoto, W'il-

liam Montgomery, Kent Reinker, W'alton

Shim, John S. Smith, Harvey Takaki and

Thomas W'helan . . .

A1 Chun Hoon was re-elected chair-

man of the 27 member HMSA board of

directors . . . Kailua gastroenterologist

Rodney Kazama has been certified by the

American Board of Gastroenterology

. . . George Ewing, chief of allergy and

clinical immunology at Straub Clinic was

re-certified by the American Board of

Allergy and Immunology . . . Richard

Littenberg was elected chairman and

president of the Honolulu Medical

Group Research and Education Founda-

tion and Unoji Goto treasurer . . .

Miscellany

Once upon a time, the little white

church on the hill needed painting badly

. . . W'ith congregation approval, the

pastor asked for bids from contractors in

town. The lowest bid was submitted by

an unscrupulous contractor who went to a

shady store and ordered a gallon of paint

and several more gallons of paint thinner

... He cut the gallon of paint with

gallons of thinner and would dip his

brush into more thinner as he worked

... He thus, shrewdly managed to finish

the whole church with the single gallon

of paint . . . Just then, the skies dark-

ened and there was thunder, lightning

and a cloud burst . . . The fresh coat of

paint was completely washed off. The
distraught contractor shook his fist at the

sky and yelled, “God! How can you do

this to me!” A voice from above com-

manded: “Repaint! Repaint! Thin no

more!” (Heard in Howard Keller’s office

in Kailua by Claire Loo Nakatsuka,

MSD rep.)

Hors De
Combat I

In March, psychiatrist Carol Brown,

chief of the Chidren’s Mental Health

Services Branch of DOH was being in-

vestigated by the state Medicaid Fraud

squad and we were entertained by her

magnificent eloquence: “All 1 know is

that I’ve been working my tokas off dur-

ing the last five years and I think I’ve

Hawaii Medical Journal—Vol. 45,

earned every penny I’ve made . .

.” “1

ihink it’s politics ... I think I’m a haole

in the state of Hawaii . . . I’ve never

tried to defraud anyone ... I’ve put in

claims only for services rendered ...”

In April, Carol Brown submitted her

resignation as 7-year chief of the branch

but not without a fight: “1 have done
everyting 1 know how to do to effect

positive change from within the system

. . . These efforts are like trying to move
a 2-ton marshmallow . .

.” “I can get

out of the trees and have a look at the

forest while supporting the election of a

new administration more responsive —
one that offers more than a Band-Aid

approach.” “It’s an embarrassment to

see ads in our national psychiatric jour-

nal advertising for psychiatrists for Ha-
waii State Hospital at a salary of $48,000

a year while California, Alaska and other

states pay $80,000 to well over $100,000

. . . Hawaii needs to wake up . . .

Sunshine and pineapples just don’t cut it

anymore . .
.”

Rep. Cam Cavasso, a Republican from

the Lanikai-Waimanalo area, condemned
a stock of pamphlets detailing the dan-

gers of AIDS . . . The pamphlet, dis-

tributed by the Life Foundation of Ho-
nolulu and prepared by a committee of

San Francisco physicians, lists six sexual

activities that are safe and describes sex-

ual practices that are risky and unsafe

. . . “Taxpayer’s money is being used to

promote unnatural and inhumane acts

between homosexuals . . .”, Cavasso was

offended by the “street” phrasing . . .

DOH Communicable Disease Branch

chief Arthur Liang reports that the DOH
has developed its own less graphic mate-

rial for schools, but defends the

pamphlets: “Some people, though, need

more direct language . . . We have to

individualize our health education . . .

For those people who we think aren’t

going to get the message without being

more specific, we have to be more specif-

ic . .
.”

In March, the state DOH was told it

had 60 days to respond to severe crit-

icisms of the Waimano Training School,

or risk losing certification and $6 million

in Medicaid reimbursements . . . The

Feds (DHHS) inspected the facilities and

produced a 52-page report outlining the

violations . . .

Health Dept.: Too
Political to Work
Well, Critics Say . . .

Critics say the DOH should not be in

the business of running hospitals ... A
private enterprise would be out of busi-

ness if it sustained losses of $10 to 12

million each year . . . Jerrold Michael,

dean of the UH School of Public Health

feels there is a conflict of interest since

DOH also regulates and licenses hospitals

. . . Abelina Shaw, DOH deputy director

comments on the current $80 million
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budget for the 12 hospitals and one medi-

cal center as follows: “That’s not bad for

an operation that large . .
.” But then,

Richard l.undborg, who resigned in 1982

after 10 years as chief of anesthesiology

at Hilo Hospital testified, “I’ve never

seen any hospital run so inefficiently . . .

The patients always get the raw end of

the deal in government hospitals . .

.”

QMC VP Drake Will commented,
“Bureacracy should not run a hospital.

Any government run operation is always

under the political gun . .
.”

Maui Memorial is the only fiscally

sound DOH hospital and receives no

money from the state general fund.

Health Director Leslie Matsubara says

“Maui has the population base . . . But

look at Honokaa, Ka‘u, Kohala — they

just don’t have the population there.”

To Drake’s suggestion, “I would think

the State would be delighted to get out of

the hospital division,” Leslie com-
mented, “Such a proposition is highly

political. The rural areas that now have a

hospital aren’t going to give them up

easily . . . People problems dominate.”

Hors De
Combat II

Former BOH chairman Donald Char

says “The politicalization of the state

DOH has stymied long range planning

and coordination of progress to benefit

Hawaii residents ... I feel very, very

strongly that Hawaii needs to emerge

with a new paradigm for health care

. .
.” KWCMC Medical Genetics direc-

tor Ed Hsia says the agency is “seen as a

department of the governor and not of

the medical community . . . The hier-

archy is administrative, political, legal

and financial . . . The fact that it is

related to health is somewhat suppressed

. .
.” Dean Jerrold Michael of the

School of Public Health says, “The head

of the Health Dept., unlike any academic

head, doesn’t have the bureaucratic

privilege of speaking his mind.” Don
says, “The DOH’s relationship with the

UH has not been the warmest . . . The

University and the Health Dept, are seen

too often as adversaries ...” A solution

suggested by Jerrold is to allow profes-

sionals to hold positions with the Univer-

sity and the DOH at the same time and

work half time for each employer . . .

The “duality” would enable DOH quick

access to the professionals and lab facili-

ties at the UH . . . DOH director

Matsubara was less than keen about the

concept . . .

Don Char in a letter to the editor

(Honolulu Star-Bulletin, April 26) sum-

marizes the immediate and future prob-

lems of the DOH and recommends,

“Our state DOH will require a strong,

dynamic, articulate director, one who is

experienced and knowledgeable about the

field of health care. Such a leader must

be respected and trusted by all elements
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of the community, both in the public as

well as private sectors.”

Oncology
Dialogue
A 54-year-old Oriental man with recur-

rent hematuria had a left renal tumor.

Attempts at infarcting the kidney failed

because of abnormal vessels. The patient

subsequently had an uneventful nephrec-

tomy and was discharged. A misplaced

CAT-scan report was discovered after the

patient’s discharge which reported a RLL
tumor and a possible LLL lesion. The
patient was readmitted for a thora-

cotomy. Surgeon Glen Kokame: “I sug-

gested a sternal splitting approach
to explore both lungs, but the patient

opted for a Rt thoracotomy instead.”

Glenn resected a fairly large RLL tumor
and plucked out 5 other confluent 1/2

cm nodules. Pathologist Larry McCarthy
reported the tumor cells consistent with

metastatic renal cell CA . . . Since the

five other lesions were unreported on the

original scan, pathologist Grant Stem-

merman asked David Sakuda, ‘‘What’s

the slice interval with the CT scan . .
.?”

David: ‘‘Our scan can be adjusted from 1

to 5 cm intervals, but there can be gaps

between slices when the patient moves or

takes a breath ... It often takes 2 hours

for a lung scan.” Stemmy pressed the

Tax-free plus! Call today!

HAWAIIAN
TAX-FREE TRUST

A mutual fund for Hawaii residents investing in tax-exempt
municipal obligations providing income tax-free from State of

Hawaii and Federal income taxes.*

PLUS
• Strong Stability of Capital** - through continuous portfolio

supervision with diversification, varying maturities, and select

quality

• Low Initial Investment - $1,000; no minimum for additional

investments

• Income Compounding - through automatic dividend reinvestment

• Daily Liquidity - at the then current net asset value, by
telephone or mail; no penalties or redemption fees

• Frequent Statements and Reports - with every investment,

withdrawal and dividend reinvestment, plus annual audit

FOR INFORMATION

Contact Your Local Investment Broker
OR CALL

1 -800-228-4227
TOLL-FREE EROM HAWAII 7 DAYS A WEEK, 24 HOURS A DAY

Aquila Distributors. Inc., 200 Park Avenue. New York, NY 10017

You will be sent free descriptive material and a prospectus containing more
complete information including management fees and exF>enses.

Read carefully before you invest or send money.

INVESTMENT ADVISOR

Hawaiian Trust Company, Ltd.
•Under certain circumstances, some income may be subject to State and Federal Tax

••Share net asset value is not fixed and varies with interest rate fluctuations.

issue; ‘‘I wonder if we can increase the

yield by smaller and more frequent

slices?” David agreed, ‘‘That’s a good
point, but we have so many patients wait-

ing for scans on a given day ...” Then
neatly muzzled Stemmy with a compli-

ment: ‘‘I’m glad someone understands

the concept.” Moderator Glenn asked,

‘‘Why do the mets cluster as they do?”
Stemmy waxed poetic: ‘‘When the Ohio
and Mississippi rivers merge, they remain
as separate streams for quite a ways
. .

.” Oncologist Jeff Nakamura felt that

the patient was a candidate for the inter-

leukin protoccol ...” There are five cen-

ters looking for patients . . . Interferon

may be a second modality ...”

Over the
Editor’s
Desk

EG AND G’S PUBLICATION, SCI-
ENCE AND TECHNOLOGY UP-
DATE, describes “Nova,” the world’s

most powerful laser, housed at the De-

partment of Energy’s Lawrence Liver-

more National Laboratory in California.

Nova is named for an exploding star;

its heart is a 16-foot-in-diameter
aluminum sphere (see picture) wherein

small pellets of heavy isotopes of hy-

drogen are made to fuse by intense laser

light pulses, generating heat of greater

than 100 million degrees for a few

billionths of a second, releasing energy

equivalent to what comes out of the sun

and stars. “The present and near future

goal of this research is that Nova can be

a tool for studying weapons physics . . .

but the ultimate goal is ... to generate

controlled and nearly inexhaustible elec-

trical energy on earth.”

A FREE COMIC BOOK FROM THE
CANCER RESEARCH CENTER OF
HAWAII MAY SAVE YOUR SKIN.
Keeping in shape not only means eating

properly and exercising regularly, but

keeping your skin in shape, too. Being

out in the sun increases your chances of

premature aging and skin cancer.

The Hawaii Cancer Information Serv-

ice will send you a free comic book called

“The Incredible Adventures of the How-
zit Family.” Call 524-1234 for your free

copy between 8:30 a.m. ando 4:30 p.m.

weekdays. Neighbor Island residents may
call collect by dialing 0-524-1234. Mailing

address is 1236 Lauhala St., Suite 502,

Honolulu 96813.
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All skin types are at risk for skin

cancer. So let the Howzit Family show
you how proper skin protection and ef-

fective sunscreens can help take care of

your skin. The booklet was drawn by

well-known local artist Harry Lyons spe-

cifically for Hawaii people.

SURGICAL STAPLING IS THE
FASTEST-GROWING SEGMENT OF
THE WOUND CLOSURE MARKET —
The procedure saves time in the operat-

ing room and is an improved method for

some types of surgery, particularly col-

orectal anastamosis, according to Theta

Corp. Surgical stapling currently ac-

counts for an estimated $250 million an-

nu£il market, and is growing at a healthy

rate.

THERE ARE CURRENTLY 450,000

PHYSICIANS IN THE U.S., OF
WHICH 55 PERCENT (250,000) ARE
IN SOLO OR GROUP PRACTICES
The number of group practices is grow-

ing at a rate of 12 percent annually, and

is expected to reach 30,(X)0 by 1990, ac-

cording to Theta Corp.

CARE FOR THE INDIGENT IS A
GROWING CONCERN, SAYS THE
AMERICAN HOSPITAL ASSOCIA-
TION. Despite the creation of Medicaid

20 years ago, the number of individuals

who have inadequate, or no, health in-

surance is reaching record proportions.

Many Americans assume that Medicaid

covers the health care needs of the in-

digent, but consider:

• Medicaid coverage of the poor has

declined sharply. By 1984, Medicaid cov-

ered less than 40 percent of the poverty

population, compared with nearly 70 per-

cent when the program began.
• The number of uninsured is increas-

ing. By 1984, nearly 33 million people

had no health insurance and another 17

million had inadequate coverage, repre-

senting about 25 percent of the non-

elderly U.S. population.

• Contrary to popular belief, most of

the uninsured are employed. About 65

percent are working adults or their de-

pendents.

• The amount of uncompensated care

provided by hospitals is rising, amount-

ing to S5.7 billion in 1984. Because the

major sources of hospital financing —
government and private payers — are less

willing to subsidize care for the medically

indigent, the care is being provided by

fewer hospitals. As a result, the ability of

these hospitals to subsidize the cost of

indigent care has diminished. Currently 5

percent of hospitals provide 37 percent of

all uncompensated care.

KUAKINI GERIATRIC CARE INC.
OFFERS A SERVICE that allows people

who care for the elderly at home to take

a vacation without having to worry about

the welfare of the elders.

Elders who are ambulatory but need

supervision will be able to live in Kuakini

Home on a temporary basis.

For more information on this short-

term respite care service, call Kuakini

Home at 547-9208 between 8 a.m. and

4:30 p.m. on weekdays.

THERE’S GOOD NEWS FOR
LEUKEMIA PATIENTS who frequently

have to undergo painful bone marrow
tests to monitor the disease. A new blood

test that measures levels of an enzyme
known as terminal deoxynucleptidyl

transferase (TdT) enables physicians to

continuously monitor leukemia patients

without taking bone marrow specimens.

Furthermore, the test is highly cost-effec-

tive because bone marrow aspirations av-

erage $110 and the blood test costs $35.

Write Abbott Laboratories at Abbott

Park, 111. 60064 for further information.

UNLOCKING THE SECRETS OF THE
IMMUNE SYSTEM IS LEADING TO
REVOLUTIONARY NEW VACCINES.
A birth control vaccine, one of the first

in the world to reach the clinical trial

stage, will be discussed at the Sixth Inter-

national Congress of Immunology in To-

ronto July 6 through 11.

The vaccine, which is being tested on
women in Australia, evolved from re-

search coordinated and sponsored by the

World Health Organization. It was de-

veloped by Dr. Vernon Stevens of Ohio

State University. The human trials are

being supervised by Dr. Warren Jones at

• Physicians who prefer
yi\!2— medicine to paperwork.
We are looking for dedicated physi-

cians, physicians who want to be, not

salesmen, accountants, and lawyers,

but physicians. For such physicians,

we offer a practice that is practically

perfect. In almost no time you experi-

ence a spectrum of cases some physi-

cians do not encounter in a lifetime.

You work without worrying whether
the patient can pay or you will be
paid, and you prescribe, not the least

care, nor the most defensive care, but
the best care.

If that is what you want, join the

physicians w'ho have joined the

Army. Army Medicine is the perfect

setting for the dedicated physician.

Army Medicine provides wide-rang-
ing opportunities for the student,

the resident, and the practicing

physician.

Army Medicine offers fully accred-
ited residencies in virtually every
specialty. Army residents generally

receive higher compensation and
greater responsibility than do their

civilian counterparts and score
higher on specialty examinations. If

you are currently in a residency

program such as Orthopedics, Neuro-
surgery, Urology, General Surgery,

or Anesthesiology, you may be eligi-

ble for the Army’s Sponsorship
Program.

Army Medicine offers an attractive

alternative to civilian practice. As an
Army Officer, you receive substan-

tial compensation, extensive annual
paid vacation, a remarkable retire-

ment plan, and the freedom to prac-

tice without endless insurance forms,

malpractice premiums, and cash

flow worries.

Army Medicine:
The practice that’s

practically all medicine.

CONTACT: AMEDD Personnel Counselor
Tripler Army Medical Center
TAMC, Hawaii 96859-5000

(808) 836-7924
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Did

you

know?
Saint Francis Hospital

is one of the top three

hospitals in Hawaii . .

.

and the fastest growing.

Leaders in quality

health care.

Serving people of all

faiths, beliefs, or

ethnic backgrounds.

Saint Francis
Hospital

Discover the Difference

N
WHY DID IT TAKE ONE HOUR
FOR YOUR SECRETARY TO RETRIEVE
THE 1984 PAYROLL RECORDS?
Are Inactive files crowding you out of your office? Maybe it's time you thought about

a records management program. Sound expensive? It's noil We'll show you how you

can actually save by using Mayflower's low cost records management program. We
provide security and protection lor vital records. We provide accessibility and release

premium office space lor better use. Ask about our secured air conditioned spaces

lor magnetic tape or other sensitive storage needs.

For your tree esUmatt call:

TRANSPACIFIC-MAYFLOWER
1930 AuikI St.

847-1102
Crating • Packing
Storage • Moving

Save SSS on Your
First Month’s Answering Service

*10.00
Regular Monthly Rates Start at $18.95

Call today to start saving!

American Answering Service 545-7474
- ^‘Trust Your Phones to The Professionals” ”

the Flinders Medical Centre in Adelaide,

Australia. Both doctors will be among
the more than 8,000 scientists attending

the congress.

The vaccine prevents pregnancy by
neutralizing a hormone called human
chorionic gonadotrophin (HCG)
produced by the body soon after

fertilization and is essential for main-

taining a pregnancy. The immune system

plays an important role in producing

hormones that prevent the mother from
rejecting her fetus. By blocking this par-

ticular hormone, the reproductive pro-

cess cannot continue.

REICHERT FIBER OPTICS IN-
TRODUCES NEW FUS-7 AND FUS-9
FLEXIBLE URETEROSCOPES. The
ability to assess, diagnose, and treat

ureteral pathology has just become easier

and more cost-effective with new Re-

ichert FUS-7 and FUS-9 flexible

ureteroscopes. These small, flexible 7 and

9 French fiber-scopes are introduced in

the same manner as ureteral catheters.

They provide an excellent, high-resolu-

tion view of the ureter and renal pelvis

with minimal trauma or ureteral dilation.

Both ureteroscopes have operating

channels for irrigation and use of ac-

cessories, such as stone retrieval baskets,

loops, and forceps.

Ease of insertion, patient comfort, and

procedural cost-effectiveness are only

some of the benefits.

For more information or a demonstra-

tion, contact: Reichert Fiber Optics, Di-

vision of Warner-Lambert Technologies

Inc., 122 Charlton St., Southbridge,

MA. 01550. Or call toll-free: (800)

343-6120.

A FEW MARTINIS AND A GOOD
NIGHT’S SLEEP DON’T MIX, despite

beliefs to the contrary.

A nightcap, downed an hour or so

before bedtime, may “knock out’’ a

weary insomniac — or any other person

— but the alcohol will fragment the

sleep, causing it to be lighter and punctu-

ated with awakenings.

The drinks could also trigger a hidden,

and possible fatal, breathing defect that’s

often seen in the elderly and in over-

weight men, particularly those who
snore.

ABA ENDORSES FIVE ACTS
DRAFTED BY THE UNIFORM LAW
COMMISSIONERS. The American Bar

Association endorsed five acts

promulgated by the National Conference

of Commisioners on Uniform State Laws

at its Annual Midyear Meeting Feb. 5

through 12 in Baltimore, Md. The acts

included:

Health-Care Information Act: Ensur-

ing access of patients to their own medi-

cal records and confidentiality of patient

records from third-party access.

Rights of the Terminally 111 Act: enabl-

ing competent adults to execute a decla-

ration specifying the withholding of life-
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Hawaii’s Finest Medical Office Manager

DataStat can help Hawaii's

physicians discover cost savings

and increased efficiency through

office automation.

Three reasons to select DataStat
when you automate your office:

With DataStat, your medical

insurance claims can be

submitted automatically. This

means less paperwork and faster

claims turnaround.

We invite you to consider

DataStat. the Professional Office

Management System, by

Integrated Services Incorporated,

an HMSA subsidiary.

Top Quality
With DataStat you get the powerful IBM Personal

Computer XT™ or AT^“, the latest in microcomputers

from the most reliable manufacturer of office auto-

mation products. It's hardware that meets all the

demands of your practice.

Responsive Service
ISI — Integrated Services Incorporated— an HMSA
subsidiary, has a team of professionals who will teach

you how to use DataStat. And, our trained technicians

will provide you with maintenance and repair

services, if needed.

Stable Reputation
HMSA has grown up with the health care profession in

Hawaii. We've been with you in the past and you know

you can depend on us to be here in the future.

Personal Computer XT and AT are trademarks o1

Internationa! Business Machines Corporation

The perfect combination.
The stability of HMSA . . . the service of ISI .

.

. the quality of IBM

For a demonstration call 944-3554.



THE Orchid Express
Room & Car

0 Kona Surf Resort

$"^450
I Run o

Accon

Plus tax
pcr person,
double

occupancy

Run of House
Accommodations.

INCLUDING A NATIONAL
CAR RENTAL AUTOMOBILE

We feature
GM cars lihe this

Chevrolet Chevefie^ “ — « » • A V m A K * A X A a u. ^ m ^ i_nevryiei i_nevene

(Meals, airfare, gasoline, optional coverages, gratuities mm Natirknal Car Rontal
not included in tour price. Car use day is 24 hours.)

HeUiai

Isn’t it time for a Kona Holiday?
It’s yours now at the beautiful Kona
Surf Resort. Be treated to Orchid
Service ... a flower lei jtreetinjJ

. . . orchids in your room . . . and
complimentary afternoon cham-
pajsne. There’s golf, tennis, e.xciting

water activities, and great dining.

For reservations, see your travel agent or call:

G Kona Surf Resort
& Convention Center

Toll Free from Oahu, or Collect from Kauai, Molokai, Lanai, or Maui

524-7200
Some Restrictions Apply

Mcip OutYour Success
MAP— Marketing Assistance for Professionals— provides your
firm with a personalized marketing plan. Designed to help you
reach and expand your market, MAP is an exclusive service of
Robert Talent & Associates. Let’s map out your marketing
strategy and build your practice together. Call us for a free
consultation.

Robert Talent Associates
A Professional Practice Resource

Penthouse 3 677 Ala Moana Honolulu, HI 96813 (808) 533-7117

HEARING LOSS?
With five offices statewide, you can count on our staff to provide
competent professional service to your hearing impaired patients.
We are the one you have trusted for the past 20 years. Our 30 day
home trial is your assurance of patient satisfaction.

Honolulu
436 Piikoi

537-2137

Naul
1325 Lower Main St.

Wailuku 244-3966

Kona Hilo Kauai
75-6082 Alii Dr. 41 Laimana St. Rice Shopping Center

329-1351 961-9644 Lihue 245-2951

"We Care About You’

sustaining medical treatment in the last

stages of terminal illness.

The ULC, now in its 95th year, is

composed of more than 300 state-ap-

pointed practicing lawyers, judges, law
professors, and government officials.

HOSPITAL OUTPATIENT VISITS
SOAR IN ’85 WHILE INPATIENT OC-
CUPANCY DROPS. For the second
consecutive year, hospital occupancy fell

to a record low while outpatient visits

soared to a record high, according to

year-end American Hospital Association
statistics. Hospital occupancy dropped to

63.6 percent in 1985 from the previous
low of 66.6 percent in 1984. The decline
would have been even more dramatic had
hospitals not closed more than 18,000
beds in 1985. Outpatient visits, which
increased by more than three million in

1984, rose nearly four times that amount
(11 million) in 1985 to nearly 245 million
visits.

THREE GLASSES OF MILK DAILY
MAY PREVENT ALZHEIMER’S DIS-
EASE. It may be possible to decrease the

risk of developing Alzheimer’s disease by
drinking three to six glasses of skim milk
every day, according to Johan B. Jork-
sten, Ph.D., of Houston, Texas.

The object is to overwhelm the impact
of the aluminum found in food, water
and medications, he told the American
Society of Contemporary Medicine and
Surgery. Concentrations of the metal
have been found in the brains of people
with Alzheimer’s disease, which is the

most common cause of senility in this

country.

The metal is used in pots and pans, but

is leached out only if they are used to

cook acidic foods such as rhubarb or

tomatoes. Alum is also contained in

some baking powders, antacids, and
cream substitutes.

Perhaps more serious is the aluminum
sulfate added to community water sup-

plies to reduce turbidity. Exposure to the

potentially dangerous material is the

price we pay for clear, sparkling water,

Jorksten said.

BRENTWOOD INSTRUMENTS HAS
INTRODUCED A NEW AUTOMATIC
THREE-CHANNEL ECG, the
Cardimax FX-406U. This sophisticated

instrument records a standard 12-lead

ECG plus rhythm leads. It features three

sensitivity settings, two filters, two chart

speeds, and interval recording for stress

testing. Input/output jacks for use with

an oscilloscope or telephone transmission

equipment come as standard features.

This Cardimax instrument from
Fukuda Denshi has a very visible heart

rate display (range 30 to 230 bpm). An
optional copy feature eliminates photo-

copying of the completed ECG. And fi-

nally, two report formats — one with

rhythm lead groups — are available at

(Continued on page 242)
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Canon

When you choose a leasing company, consider the company it keeps.

You might be surprised to discover how many successful island businesses lease office equipment
through Bancorp Leasing.

We’ve arranged office equipment leases for engineering companies including Syntech and Austin

Tsutsumi and Associates. The escrow firms of Long & Melone and First American Title Company of Hawaii also

turned to us. Bancorp Leasing was also the choice for the Locations real estate sales and research company as

well as for the law practices of Carlsmith, Wichman, Case, Mukai & Ichiki; Case, Kay & Lynch; and Goodsill,

Anderson, Quinn &Stifel.

We’ve provided them and many other Hawaii businesses with telephone systems, copiers, word

processors, drafting equipment and furniture. For them, our competitive rates, flexible terms and professional

service made Bancorp Leasing the clear choice. And, as a subsidiary of Bancorp Hawaii and an affiliate of

Bank of Hawaii, we are part of the largest financial organization in the state.

So, when equipment leasing is the way to growth, grow with Bancorp Leasing. Call us at 537-8812.

h Bancorp Leasing of Hawaii
A subsidiary of Bancorp Hawaii
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Aftera nttrate,

add ISOPTlff
(verapamil HCl/Knoll)

To protectyour patients,aswell astheirqualityof life,

add Isoptin instead ofa beta blocker.

First, Isoptin not only reduces myocardial oxygen demand
by reducing peripheral resistance, but also increases coro-

nary perfusion by preventing coronary vasospasm and

dilating coronary arteries— both normal and stenotic.

These are antianginal actions that no beta blocker

can provide.

Second, Isoptin spares patients the

beta-blocker side effects that may
compromise the quality of life.

With Isoptin, fatigue, bradycardia and mental

depression are rare. Unlike beta blockers,

Isoptin can safely be given to patients with

asthma, COPD, diabetes or peripheral

vascular disease. Serious adverse

reactions with Isoptin are rare

at recommended doses; the

single most common side

effect is constipation (6.3%).

Cardiovascular contra-

indications to the use of

Isoptin are similar to those

of beta blockers; severe

left ventricular dysfunction,

hypotension (systolic pres-

sure <90 mm Hg) or cardio-

genic shock, sick sinus syndrome
(if no artificial pacemaker is present)

and second- or third-degree AV block.

So, the next time a nitrate is not enough, add

Isoptin ... for more comprehensive antianginal

protection without side effects which may
cramp an active life style.

ISOPTIN.Added
antianginal protection

without beta-blocker

side effects.

Please see brief summary on following page



ISOPTIIf
(verapamil HCI/Knoll)

80 mg and 120 mg scored, film-coated tablets

Contraindications: Severe left ventricular dysfunction (see Warnings), hypo-

tension (systolic pressure < 90 mm Hg) or cardiogenic shock, sick sinus syn-

drome (except In patients with a functioning artificial ventricular pacemaker),

2nd- or 3rd-degree AV block. Warnings: ISOPTIN should be avoided in patients

with severe left ventricular dysfunction (e g,, ejection fraction < 30% or

moderate to severe symptoms of cardiac failure) and in patients with any

degree of ventricular dysfunction if they are receiving a beta blocker. (See

Precautions ) Patients with milder ventricular dysfunction should, if possible, be

controlled with optimum doses of digitalis and/or diuretics before ISOPTIN is

used. (Note interactions with digoxin under Precautions.) ISOPTIN may occa-

sionally produce hypotension (usually asymptomatic, orthostatic, mild and con-

trolled by decrease in ISOPTIN dose). Elevations of transaminases with and
without concomitant elevations in alkaline phosphatase and bilirubin have been
reported. Such elevations may disappear even with continued treatment, how-
ever, four cases of hepatocellular injury by verapamil have been proven by re-

challenge. Periodic monitoring of liver function is prudent during verapamil

therapy. Patients with atrial flutter or fibrillation and an accessory AV pathway
(e g, W-P-W or L-G-L syndromes) may develop increased antegrade conduction

across the aberrant pathway bypassing the AV node, producing a very rapid

ventricular response after receiving ISOPTIN (or digitalis). Treatment is usually

D.C. -cardioversion, which has been used safely and effectively after ISOPTIN.

Because of verapamil's effect on AV conduction and the SA node, 1° AV block

and transient bradycardia may occur. High grade block, however, has been

infrequently observed. Marked T or progressive 2° or 3° AV block requires a

dosage reduction or, rarely, discontinuation and institution of appropriate

therapy depending upon the clinical situation. Patients with hypertrophic car-

diomyopathy (IHSS) received verapamil in doses up to 720 mg/day. It must be
appreciated that this group of patients had a serious disease with a high mor-

tality rate and that most were refractory or intolerant to propranolol. A variety

of serious adverse effects were seen in this group of patients including sinus

bradycardia, 2° AV block, sinus arrest, pulmonary edema and/or severe hypo-

tension. Most adverse effects responded well to dose reduction and only rarely

was verapamil discontinued. Precautions: ISOPTIN should be given cautiously

to patients with impaired hepatic function (in severe dysfunction use about
30% of the normal dose) or impaired renal function, and patients should be
monitored for abnormal prolongation of the PR interval or other signs of exces-

sive pharmacologic effects. Studies in a small number of patients suggest that

concomitant use of ISOPTIN and beta blockers may be beneficial in patients

with chronic stable angina. Combined therapy can also have adverse effects on
cardiac function. Therefore, until further studies are completed, ISOPTIN should

be used alone, if possible. If combined therapy is used, close surveillance of vital

signs and clinical status should be carried out. Combined therapy with ISOPTIN

and propranolol should usually be avoided in patients with AV conduction

abnormalities and/or depressed left ventricular function. Chronic ISOPTIN treat-

ment increases serum digoxin levels by 50% to 70% during the first week of

therapy, which can result in digitalis toxicity The digoxin dose should be re-

duced when ISOPTIN is given, and the patients should be carefully monitored to

avoid over- or under-digitalization. ISOPTIN may have an additive effect on
lowering blood pressure in patients receiving oral antihypertensive agents.

Disopyramide should not be given within 48 hours before or 24 hours after

ISOPTIN administration. Until further data are obtained, combined ISOPTIN and
quinidine therapy in patients with hypertrophic cardiomyopathy should prob-

ably be avoided, since significant hypotension may result. Clinical experience

with the concomitant use of ISOPTIN and short- and long-acting nitrates sug-

gest beneficial interaction without undesirable drug interactions. Adequate ani-

mal carcinogenicity studies have not been performed One study in rats did not

suggest a tumorigenic potential, and verapamil was not mutagenic in the Ames
test. Pregnancy Category C: There are no adequate and well-controlled studies

in pregnant women. This drug should be used during pregnancy, labor and
delivery only if clearly needed. It is not known whether verapamil is excreted in

breast milk; therefore, nursing should be discontinued during ISOPTIN use.

Adverse Reactions: Hypotension (2.9%), peripheral edema (1 ,7%), AV block.

3rd degree (0.8%), bradycardia: HR < 50/min (1.1%), CHF or pulmonary
edema (0.9%), dizziness (3.6%), headache (18%), fatigue (1.1%), constipa-

tion (6.3%), nausea (1.6%), elevations of liver enzymes have been reported,

(See Warnings.) The following reactions, reported in less than 0.5%, occurred
under circumstances where a causal relationship is not certain: ecchymosis,

bruising, gynecomastia, psychotic symptoms, confusion, paresthesia, insomnia,

somnolence, equilibrium disorder, blurred vision, syncope, muscle cramp, shaki-

ness, claudication, hair loss, macules, spotty menstruation How Supplied:
ISOPTIN (verapamil HCI) is supplied in round, scored, film-coated tablets con-

taining either 80 mg or 120 mg of verapamil hydrochloride and embossed with

"ISOPTIN 80" or "ISOPTIN 120" on one side and with "KNOLL" on the reverse

side. Revised August, 1984, 2385

O KNOLL PHARMACEUTICAL COMPANY
knoll 30 NORTH JEFFERSON ROAD, WHIPPANY, NEW JERSEY 07981

2406
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CALENDAR OF ACCREDITED
EVENTS-CATEGORY 1

Accredited Programs of CME allow one unit of AMA credit for

each hour of instruction excluding all “breaks.” Some programs
also are accredited for jAAFP prescribed credit.

LOCAL ACCREDITED PROGRAMS
ONGOING

For a complete list of ongoing programs, please refer to the

March 1986 issue of the HAWAII MEDICAL JOURNAL. Fur-

ther information is available through the individual institutions

or through the HMA’s CME Department.

SPECIAL EVENTS
All special events should be confirmed with the CME program
sponsors, as cancellations are not necessarily reported to the

HAWAII MEDICAL JOURNAL.

July 7-12,

1986

XVlll International Congress of Pediatrics,

American Academy of Pediatrics, 141 Northwest

Point Rd., P.O. Box 927, Elk Grove Village, 111.

60007, (312) 228-5005. Location: Sheraton-Wai-
kiki Hotel, Honolulu.

July 12-16,

1986

Post-Congress Seminar of the XVlll Internation-

al Congress of Pediatrics, American Academy of

Pediatrics, (800) 433-9016. Location: Sheraton

Royal Waikoloa, Big Island; Waiohai Resort,

Poipu, Kauai; and Maui Marriott. Also held

June 16 through 19.

July 13-16,

1986

Allergy and Clinical Immunology for Primary

Care Physicians, Dr. R. Michael Sly, MD, Chil-

dren’s Hospital National Medical Center, 111

Michigan Ave. N.W., Washington, D.C. Loca-

tion: Hilton Hawaiian Village.

July 19,

1986

Sports Medicine Symposium, Timothy Olderr,

MD, 888 South King St., Honolulu, (808)

523-2311 and HMA, 320 Ward Ave., Suite 200,

Honolulu, (808) 536-7702. Location: Punahou
School.

July 21-26,

1986

Family Practice, College of Osteopathic Medi-

cine of the Pacific, (714) 621-3861. Location:

Coco Palms Resort, Kapaa, Kauai.

Aug. 1-6,

1986

Presymposium Workshop, (in association with

Aug. 10-15 symposium). Southern California

Neuropsychiatric Institute, Stacey W. Grace, as-

sociate program director, 6794 La Jolla Blvd.,

La Jolla, Calif. 92037. Location: Stouffer’s Wai-

lea Beach Resort, Maui.

Aug. 3-8,

1986

Reproductive Problems: Issues and Answers, co-

sponsored by the American Fertilty Society and
Serono Symposia, USA, 2131 Magnolia Ave.,

Suite 201, Birmingham, Ala. 35256-6199, (205)
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251-9764. Location: Turtle Bay Hilton, Oahu.

Aug. 8-12
,

1986

Internal Medicine Update, American College of

Physicians, P.O. Box 777-4-0510, Philadelphia,

Pa. 19175, (800) 523-1546. Location: Sheraton

Princeville, Kauai.

Aug. 10-15,

1986

XIll Annual Mauna Kea Symposium, Asia/

Pacific Folk Healing and Occult Practices,

Southern California Neuropsychiatric Institute,

Stacey W. Grace, associate program director,

6794 La Jolla Blvd., La Jolla, Calif. 92037, (619)

454-2102. Location: Mauna Kea Beach Hotel,

Big Island.

Aug. 16-27,

1986

29th Annual Postgraduate Refresher Course,

University of Southern California School of

Medicine Postgraduate Division, Associate

Dean, KAM 307, 1975 Zonal Ave., Los Angeles,

Calif. 90033, (800) 421-6729 or in California,

(800) 321-1929. Travel information: 3500 S. Fig-

ueroa, Suite 217, Los Angeles, Calif. 90007,

(800) 821-5094, or in California (213) 746-1384,

or outside (800) 521-6511. Location: Sheraton-

Waikiki Hotel, and Kapalua Bay, Maui or Sher-

aton Princeville, Kauai.

Aug. 17-22,

1986

California Society of Anesthesiologists, Hawai-
ian Seminar on Clinical Anesthesia, California

Society of Anesthesiologists Educational Pro-

grams Division, (415) 348-1407. Location:

Waiohai Resort Hotel, Poipu Beach, Kauai.

Aug. 30-

Sept. 1,

1986

Expanding Sexual Potentials to Improve Rela-

tionships, Communication and Health, Brauer

Medical Center, (415) 329-8001. Location:
Kapalua Bay Hotel, Maui.

Oct. 10-12,

1986

Hawaii Medical Association 130th Annual Scien-

tific Meeting — Stress and Heart Disease, Jennie

Asato, Hawaii Medical Association, 320 Ward
Ave., Suite 200, Honolulu 96814, (808)
536-7702. Location: Westin Ilikai Hotel, Hono-
lulu.

Oct. 18-25,

1986

Operative Arthroscopy, Janet Frank, assistant

director. Continuing Education in Health Sci-

ences, UCLA Extension, 10995 Le Conte Ave.,

Room 614, Los Angeles, Calif. 90024, (213)

825-8423. Location: Maui.

Oct. 18-26,

1986

Annual International Body Imaging Conference,

Dept, of Radiology, West Park Hospital, 22141

Roscoe Blvd., Canoga Park, Calif. 91304, (818)

340-0580 X280. Travel agent: Innovations in

Travel, 9545 Reseda Blvd., Northridge, Calif.

91324, (818) 701-1164. Location: Maui Marriott.

Oct. 20-24,

1986

New Approaches to the Evaluation of Neoplastic

Lymphoproliferative Disorders, co-sponsored
with the University of Southern California, Dr.

John Parker, professor and co-chairman. De-

partment of Pathology, University of Southern

California School of Medicine, 2025 Zonal Ave.,

Los Angeles, Calif. 90033, (213) 224-7121. Loca-

tion: Maui.

Nov. 2-8,

1986

Districts VII-IX Continuing Medical Education,

American College of Obstetrics and Gynecology,

600 Maryland Ave., SW, Suite 300E, Washing-
ton, D.C. 20024, Attn: Barbara Kallas, (202)

638-5577. Location: Hyatt Regency Maui.
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LookiNQ bAck on Wvikiki
For years, Kamaainas have been coming to

a restaurant in Waikiki that caters to local

people, the Hau Tree Lanai of the New Otani
Kaimana Beach Hotel. Located at the foot

of Diamond Head, the Hau Tree Lanai
is THE perfect place for lunch and dinner.

Right on the beach, under a stately and shady
old hau tree, you'll dine in quiet elegance
while looking back on the rest of Waikiki.

Bring family, friends and business associates

for a superb meal and a memorable setting.

For reservations, call: 923-1555.

If you do
business in Hawaii . . .

and want an inside look at the business and

professional community — including, but not

limited to, civil court cases, building permits,

real estate transactions, tax liens, new corpora-

tions and partnerships; plus, a host of other

informative features

... we have

news for you

For information call 521-0021.

241



CLASSIFIED NOTICES
To place a Classified Notice, call Margie at 521 0021.

$3.75 per line + 4% state tax. 4 line min., approx. 5

words per line. Payment must accompany order.

NOTICES AND ANNOUNCEMENTS

HAWAII AAEDICAL ASSOCIATION
AAEAABERSHIP BENEFITS

To assist members in this very important

and complex area, the HMA has arranged
with EF Hutton and Trust Consultants to

provide retirement plan services, at spe-

cial rates, which include custom plan de-

sign, prototype plan services, investment
options, administrative and actuarial

services. For further information, contact

Cutris Otsuka, CLU, CFP, or AAorrie

Cohen at EF Hutton on Maui through
their toll-free number. Dial operator (0)

and ask for Enterprise 5201. (Note: Al-

though this program is made available to

members, HMA does not endorse specific

plans and suggests that you consult your
attorney and accountant when developing
your retirement plan.)

Do you own, manage or control com-
mercial property in an area where
parking is in demand?

If so, let us show you how to create
income with paid parking.

We offer free consulting and design
services. Call us at 521-4905 for further

information.

DIAMOND PARKING, INC. Professional

parking services in Hawaii since 1971.

OFFICES

Kuakini AAedical Plaza
Office space to sublease. Terms nego-

tiable. Call 524-5225 or 833-2416 eves.

BUSINESS OPPORTUNITIES

Golden opportunity, neighbor island med-
ical practice available now. GP with

faithful following. Also excellent op-

portunity for specialist E.G., Pulmonary,
Internist. Write Dept. 1306, c/o Cross-

roads Press, P.O. Box 833, Hon., HI 96808.

General Medical Practice for sale. Some
industrial accident cases seen. Located in

Hilo, Hawaii. Grossing over $190,000 per
year. Owner may help with financing.

Available immediately. Write: Dept. 1305,

c/o Crossroads Press, Hon., HI 96808.

EMPLOYMENT OPPORTUNITIES

DERMATOLOGY POSITION
Available immediately at the Fronk
Clinic-Honolulu office, a position for a

board certified or board eligible
Dermatologist. Work 40 hours per week,
Monday thru Saturday. Excellent salary

& benefits. Interested physicians can
call John Houk MD, at 531-6471; or send
a letter of introduction & cv to: The
Fronk Clinic, Inc., John Houk MD, 839 S.

Beretania St., Honolulu, Hawaii 96813.

OVER THE EDITOR’S DESK

(Continued from page 236)

the touch of a button.

Brentwood Instruments Inc. is the ex-

clusive North American distributor of

ECG products manufactured by Fukuda
Denshi Ltd. of Japan.

LIFESCAN HAS INTRODUCED TWO
NEW PERSONAL BLOOD GLUCOSE
MONITORING SYSTEMS, the
GLUCOSCANtm 2000 and
GLUCOSCANTM 300 meters.

Both GLUCOSCAN meters are

pocket-portable and feature a simple 60-

second procedure and a large digital re-

adout. They use individually foil-

wrapped reagent strips and long-life bat-

teries and are covered by a full three-year

warranty.

The GLUCOSCAN 3000 meter fea-

tures the built-in Memory Bank™ Data

Log that automatically stores the last 29

test readings.

For details, contact LifeScan Inc.,

2443 Wyandotte St., Mountain View,

Calif. 94043. Telephone: (800) 227-8862,

or (800) 982-6132 in California.

ASPIRIN MAY BOOST IMMUNE SYS-
TEM. Hollywood, Fla. — If your doctor

tells you to take two aspirin and call him
in the morning, he may be counting on
those tablets to prod your immune sys-

tem lightly, in your body’s fight against

infection.

That was what Dr. Allan L. Goldstein

of Washington, D.C., told the American
Society of Contemporary Medicine and
Surgery (ASCMS).

Aspirin is one of several agents in-

volved in the new science of psy-

choneuroimmunology — the study of

how the brain interacts with other parts

of the body. It has long been suspected

that hormones released by the brain af-

fect the progress of disease, but it is now
clear that this is part of the closed sys-

tem, with “immunotransmitters” com-
pleting the cycle back to the brain.

DELAWARE HAS BECOME THE 28th

STATE TO ADOPT THE UNIFORM
DETERMINATION OF DEATH ACT
originally promulgated in 1980 by the

National Conference of Commissioners
on Uniform State Laws, the American
Medical Association, and the American
Bar Association, with the assistance of

Alexander M. Capron, executive director

of the President’s Commission for the

Study of Ethical Problems in Medicine

and Biomedical and Behavioral Re-

search.

Brain death is defined as the ir-

reversible loss of all brain functions, in-

cluding those of the entire brain stem.

Cardiorespiratory failure is defined as

the irreversible cessation of circulatory

and respiratory functions. Additionally,

the type of death determination whether

cardiorespiratory failure or brain death is

to be a medical decision.

ROBERT A. NORDYKE, MD, A SPE-
CIALIST IN NUCLEAR MEDICINE,
HAS BEEN NAMED TO RECEIVE
STRAUB FOUNDATION’S EXCEL-
LENCE IN RESEARCH AWARD. Nor-

dyke’s paper, one of five submitted for

judging, described the relationship be-

tween age and signs and symptoms of

hyperthyroidism.

Between 1960 and 1985, he examined

800 patients who had overactive thyroid

glands (hyperthyroidism) and carefully

recorded their signs and symptoms as

they differed by age, sex, and race. His

findings will make it easier for physicians

to diagnose the disease, especially in old-

er persons, where it is often difficult to

detect.

OAHU, WHICH ACCOUNTS FOR 86

PERCENT OF THE STATE’S POPU-
LATION, HAS RECORDED THE
HIGHEST COMPLIANCE RATE NA-
TIONWIDE WITH ITS SAFETY BELT
USE LAW. More than eight out of 10

drivers and front-seat passengers on the

island were buckled up during a study

conducted in mid-February. A com-
parison study in early December, less

than two weeks before the law took ef-

fect, found 37 percent usage by front-

seat occupants.

The studies were conducted by Hono-
lulu Community College on behalf of

The Honolulu Advertiser. More than

4,300 drivers and front-seat passengers

were observed at 16 locations during the

February survey.

The Hawaii, California, and Connecti-

cut compliance rates outpaced usage

levels in the several other states enforcing

new seat belt use laws.

THE AMERICAN INSTITUTE FOR
CANCER RESEARCH IS SUPPLYING
BREAST SELF-EXAMINATION IN-

STRUCTION AND REMINDER KITS
to individuals requesting them.

“Through more regular breast self-ex-

amination, and through simple dietary

changes to reduce dietary fat, and to

increase consumption of fruit, vege-

tables, and whole-grain products, we feel

there could be a significant reduction in

breast cancer rates in this country,’’ ac-

cording to Marilyn Gentry, AICR vice

president for education.

AICR reports that increases in the

number of breast cancer cases and resul-

tant deaths have largely paralleled the

general increase in population.

“Since current estimates indicated that

lung cancer will, in 1986, replace breast

cancer as the leading cancer killer of

women, some women have mistakenly

assumed that breast cancer is not as seri-

ous a problem as it once was,’’ Gentry

said.

Free copies are available to those send-

ing a stamped, self-addressed business-

size envelope to AICR at Department

BSE, Washington, D.C. 20069.
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Having trouble commu-
nicating at the office?

Talk to Augie Apicerno.

Augie loves to discuss

problems.

Almost as much as he

loves to solve them.

As a field rep for our

business systems, he does
plenty of both.

"Listening comes first.

Then listening some more.

Find out what a business'

real needs are, then design

a system to meet them."

That's Augie talking

(and listening).

In ten years on the job,

his sympathetic ear and
analytical mind have
updated and upgraded
just about every kind of

business in Hawaii.

Often without upping

expenses.

If your business is ready

fora little analysis, talk to

Augie. Or any other Ha-
waiian Tel representative.

It just might bring you

peace of mind.

oneofour
analysts.

HAWAIIAN TEL CtT^

Be\'(md the call



At today’s low rates,

there’s no easier way to

write yourselfa loan.

First Hawaiian Bank offers you two great lines of credit,

both with new, lower rates.

With our Personal FirstLine of Credit, once you’ve

applied and qualified, whenever you need money, you just

write yourself a check. Use FirstLine for vacations, taxes,

home improvements, tuition, investments, or whatever.

Choose either a fixed rate or a variable rate, whichever is

lower. Your minimum line of $10,000 is secured by your

equity in real estate.

If you have a portfolio of listed securities, you may prefer

to use those for our Investor’s FirstLine— for a minimum

$30,000 line of credit. See a loan representative at

any branch and find out which FirstLine is right for you.

FirstLine of Credit. It’s the most convenient way to

borrow. And with our low rates, it’s the best way.

FIRST HilWAIIAN BANK
We say yes to you. .Member fdic
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in acute otitis media

> Penetrates and clears middle-ear fluid of susceptible strains

of H. infk^zae and S. pneumoniae

'

k Reduces evidence of inflammation and bulging eardrum

'

> Results in a reduction of fever, pain and other symptoms“

Active against86% of H. infkjenzae in v/fro—even amoxicillin-

and ampicillin-resistant strains

Overall, 86% of Haemophilus influenzae strains taken from sputum cultures prove

susceptible in vitro to Bactrim / In one study, 100% of 191 ampicillin-resistant

H. influenzae isolates were susceptible to Bactrim. However, in vitro data do not

necessarily correlate with clinical results.

Active against 91% of S. pneumoniae in vitro

In sputum cultures of Streptococcus pneumoniae, the most frequent pathogen in acute

otitis media, 91% of isolates show susceptibility in vitro to Bactrim.^

Excellent clinical activity—and economical

In comparative clinical trials in children with acute otitis media, Bactrim h.i.d. was

unsurpassed by ampicillin, amoxicillin or cefaclor.*’
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of ampicillin and amoxicillin.’

Bactrim is indicated in acute otitis media due to susceptible organisms when it offers

an advantage over other antimicrobials. Bactrim is contraindicated in pregnancy,

lactation, infants under two months of age and documented megaloblastic anemia

due to folate deficiency. To date, there are limited data on the safety of repeated use

of Bactrim in children under two years of age.
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BACTRIM™ (trimethoprim and sulfamethoxazole/Roche)
Before prescribing, please consult complete product information, a summary of which
follows:

CONTRAINDICATIONS: Hypersensitivity to tnmethopnm or sulfonamides; docu-
mented megaloblastic anemia due to folate deficiency; pregnancy at term and during the

nursing period, infants less than two months of age
WARNINGS: FATALITIES ASSOCIATED WITH THE ADMINISTRATION OF SUL-
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Johnson syndrome, toxic epidermal necrolysis, hepatic necrosis or serious blood disorder.

Perform complete blood counts frequently.
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folate deficiency and severe allergy or bronchial asthma. In glucose-6-phosphate dehydro-
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Information for Patients: Instruct patients to maintain adequate ffuid intake to prevent

crystalluria and stone formation.
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the count of any formed blood element is noted, discontinue Bactrim Perform urinalyses

with careful microscopic examination and renal function tests during therapy, particularly

for patients with impaired renal function.
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thiazides, an increased incidence of thrombocytopenia with purpura has been reported.
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lant warfann. Keep this in mind when Bactrim is given to patients already on anticoagulant

therapy and reassess coagulation time. Bactrim may inhibit the hepatic metabolism of phe-
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decreased the phenytoin metabolic clearance rate by 27%. when giving these drugs con-
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trexate from plasma protein binding sites, thus increasing free methotrexate concentrations.
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interfere with a serum methotrexate assay as determined by the competitive binding
protein technique (CBPA) when a bacterial dihydrofolate reductase is used as the binding

protein. No interference occurs if methotrexate is measured by a radioimmunoassay
(RIA), The presence of trimethoprim and sulfamethoxazole may also interfere with the

Jaffe alkaline picrate reaction assay for creatinine, resulting in overestimations of about
10% in the range of normal values.

Carcinogenesis, Mutagenesis, Impairment of Fertility : Carcinogenesis: Long-term studies

in animals to evaluate carcinogenic potential not conducted with Bactnm. Mutagenesis:

Bacterial mutagenic studies not performed with sulfamethoxazole and trimethoprim in

combination. Tnmethopnm demonstrated to be nonmutagenic in the Ames assay. No
chromosomal damage observed in human leukocytes in vitro with sulfamethoxazole and
trimethoprim alone or in combination; concentrations used exceeded blood levels of these
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Special Cancer Issue,

Hawaii Medical Journal

This is the second special JOURNAL issue devoted to cancer.

Thomas C. Hall, MD, an oncologist and HMA member as-

sociated with the Cancer Research Center of Hawaii, has as-

sembled these articles and obtained the funds to publish them in

the JOURNAL. They are all of local origin. •

With reference to the article by Fred I. Gilbert, MD, which

reports on the famed Breast Cancer Detection Demonstration

Project that started 12 years ago, we call the practicing physi-

cian’s attention to the item that follows; it came to us recently

from the American Hospital Association.

“New Weapons in the Fight Against Breast Cancer —
A study conducted at the University of Michigan Medical

Center, Ann Arbor, has found that mammography is

widely underused as a screening technique despite its

proven effectiveness as an early detection method for

breast cancer. Why such underuse? Physicians tend to

order mammograns for women who already have symp-

toms of the disease, rather than as a routine screening

device, the study found.

“The researchers hope their study will prompt health

care practitioners to educate their female patients about

the importance of mammography so that it will become
an equal partner with breast self-examination and clinical

examination in screening for the disease. The American

Cancer Society estimates that breast cancer will strike

119,000 American women in 1985 and take the lives of

38,000.

“While mammography can detect a breast cancer up to

three years before the growth could be felt, 8 to 10 percent

of cancers will now show up on a mammogram due to

location or the type of surrounding tissue. Thus ra-

diologists at Massachusetts General Hospital, Boston, are

studying ultrasound, magnetic resonance imaging, com-
puterized body tomography, and even lasers for their

potential in detecting breast cancer.

“To encourage more women to perform breast self-

exams and to have regular mammograms, some hospitals

are opening special centers that are both convenient and
comfortable for female patients. The center at Good
Samaritan Hospital, Mount Vernon, 111., for instance,

puts patients at ease by surrounding them with homelike
furnishings and by staffing the center with women only.”

Our own brief, personal experience in a family practice office

may be cited as pertinent at this point;

From April 1985 through April 1986, 196 female adult pa-

tients had complete physical examinations. Of these, 98 were in

their 40s or older. Ninety-five were referred for mammoscreens
for the first time (three had had previous mammograms). Out of

the 95, 20 elected not to go for testing. Of the 75 that did go
through with the combined radiography and palpation by an

expert technician, two were found to have cancer, one had a

biopsy that was determined to be a benign fibrous tumor, and
the fourth patient had a cyst diagnosed by ultrasound.

None of the four had “tumors” palpable by the physician,

the patient, or the technician; the suspicion was generated as a

result of the X-ray, proving its worth in our mind.

We found the ratio of those women who did BSE, as recom-

mended by the ACS, to be one in two.

It took time to talk women into it, to review the statistics of

the BCDDP with them, to reassure them that exposure to

radiation had been reduced by 90 percent by modern apparatus

and that the cost out-of-pocket was very reasonable and very

worthwhile.

And, in relation to recent media articles citing cancer

epidemiologists who feel that little more can be done to “cure”
and that “prevention” is the way to go, the reader’s attention is

directed to the following sobering tables excerpted from the New
England Journal of Medicine, Vol. 314, No. 19:

J.l. Frederick Reppun, MD
Editor

Incidence of All Cancers, 1973 through 1981, According

to Sex, in the White Population of the SEER Registry

Area.

Age was adjusted to the U.S. population of 1980.
Mortality from Cancer of Selected Sites, 1950 through

1982, in the Total U.S. Population.

Age was adjusted to the U.S. population of 1980.
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Learning from Cancer Research

This represents the second Cancer Special Issue of the

HAWAII MEDICAL JOURNAL. The first, in October 1984, con-

tained six articles; the current issue is double that number.

The material ranges from epidemiologic services through early

detection, into management, chemotheraphy side effects of ther-

apy, psychologic outcomes, and for the first time, the impacts

on clinical practice of the local involvement in national clinical

trials sponsored by the Hawaii Medical Association.

The depth and breadth of cancer activity and research in our

Island state is recovering, and the role of the Hawaii Medical

Association in its expansion is commendable.
What take-home messages can be learned? First, early detec-

tion, especially via mammography, needs to be incorporated

further into health maintenance practices in Hawaii. Second,

participation in HMA Clinical Trials can bring the newest, and
possibly the best, therapy into your office fast. Finally, the

Hawaii Medical Association’s Cancer Committee provides a

logical focus for effective cooperation between the practitioner,

the University of Hawaii, and the National Cancer Institute in

Bethesda, Md.

Thomas C. Hall, MD
Special Editor;

Project Manager,

HMA Clinical Trials Office

Self-referral for Breast Cancer

In this issue of the JOURNAL, Fred Gilbert Jr. of the Straub

Clinic summEu-izes in brief “What We Learned from the Breast

Cancer Detection Demonstration Project” (BCDDP) — the

10,000-woman screening by mammography and palpation and
follow-up over a five-year period ending in 1979.

More or less as a consequence of the results: That 42 percent

of the 181 cancers found in that population could not have been

detected that early in terms of size of nodule by digital palpa-

tion, either on breast self-examination (BSE) or by the woman’s
physician, Gilbert, whose baby the project was, feels rather

strongly that every woman age 40 and older should have much
easier access to mammography (mammo) than exists within our

society at present. The BCDDP demonstrated that a mammo
was much the most sensitive diagnostic tool.

The Hawaii Pacific Division of the American Cancer Society

(ACS) Breast Cancer Task Force has asked a subcommittee of

three — Ann Catts, chairperson, A.A. Smyser, and Fred Rep-

pun — to consider the matter of “self-referral” by women who
want to have a mammo but do not care to go to a physician’s

office first for financial or other reasons. Gilbert is chairman of
the task force.

The subcommittee is in the throes of formulating a recom-

mendation to the task force.

The contention is that if women were allowed by custom or by
regulation or by law to refer themselves for the “new” rare-

earth screening mammos, there would be a great many more
“curable,” early breast cancers picked up.

The historical curve of breast cancer survival rates is pretty

flat, which is to say that modern surgery, radiotherapy,

chemotherapy and hormone therapy not withstanding, the

survival rate has not improved significantly the past 50 to 60
years. The apparent reason is that, by the time a breast cancer is

palpable, the endpoint has already been predetermined. The
ACS’ emphasis on BSE education has not done much either, to

influence the curve.

The results from the BCDDP have convinced Gilbert that

early and more frequent mammos, particularly since with cur-

rent techniques the mid-breast radiation dose can be reduced to

0.045 mr, or 1/lOth of what it used to be, may finally have an

effect on that mortality curve.

Logical and theoretical considerations could espouse that

concept — that self-referral might make a difference. However,
the practical obstacles loom large.

First, the woman 40 years old and older faces the prospect of

a cost not usually covered by medical insurance, either private

or governmental. From what we have been able to discover in

our community, a simple “minimum” screening costs $55 or

more; this compares with $110 if the procedure becomes “diag-

nostic” — wherein a “suspicious” finding must be checked out

more extensively before the radiologist can put a determination

into writing over his signature.

When she reaches age 50, this woman faces the ACS recom-
mendation that a mammo be done every year. What woman,
single or in household, would budget for such an “iffy”

purpose? It is to be understood, of course, that a suspicion turns

the examination into diagnostic, which then makes it eligible for

payment in whole or in part by medical insurance. But, this does
not help the underinsured, the non-insured and the poor — the

female component of our society perhaps most in need of such

screening. One answer might be to have publicly funded screen-

ing centers, with self-referral based on a means test, but one can

easily visualize objections to that scheme rising from many
segments of our “free” society.

Secondly, if a woman were to walk in to a radiology unit, or a

radiologist’s office, unreferred by her physician, or by any
casually named physician, and had a mammo done, to whom
should the report go? To her, in that instance, if she has paid

for it. An “all normal” report sent to her would be most
welcome, but it might give her a false sense of reassurance that

might obviate a more careful physical exam by a physician,

either then or much later. Neither “specificity” nor “sensi-

tivity” in any medical examination is ever 100 percent!

If the report read simply “not quite normal,” panic might

ensue and then options opened to quackery, delay, denial, etc.

— a veritable Pandora’s box of reactions, probably most of

them without physician guidance.

Many women have no private medical doctor (PMD), or no
regular one; if the report were sent to the MD she has named,
neither she nor the MD may follow up; and so on ad infinitum.

Thirdly, how would the radiologist feel about his or her own
liability if the report, good or bad, to this person or to that one,

to an unknown MD or to one who had never seen the patient

and perhaps doesn’t want to, was sent out like chaff in the

wind?

Fourthly, such a facility or radiologist must perforce ask for

cash on the barrelhead from a self-referral, for obvious reasons.

Fifthly, the screening of a breast cancer is not the only

physical a woman should undergo during the year that heralds

the downhill side of life; her physician has five senses that he

can put to good use, and perhaps a sixth sense in terms of

overall perceptiveness. Technology is an unreliable seventh sense

very often. “If the lab repoort doesn’t fit, throw it out!” we
say.

And finally, self-referral belies the roll of the physician as a

guide to care and healing; the concept of self-referral puts the

physician into the role of a slave to technology.

It is said that a major drawback to mammography, as recom-

mended by the ACS, is the physician’s antipathy because of: (1)

too much radiation; (2) being too expensive; (3) not being that

effective, and (4) being unnecessary. Most, if not all, physi-

cians are well aware that the one major and acceptable indication

for mammography is a strong family history of breast cancer,

during the woman’s child-bearing years and after. Most of the

above objections are amenable to physician education. This may
take some doing!

We can start right here in our own community, the site of that

commendable BCDDP of which Hawaii can be proud. The floor

is now open for dialogue. Let’s hear it from the examining

physicians, from the referring physicians, and from the ra-

diologists, please!

Are you, or are you not, in favor of self-referral for mammo-
graphy by women in that certain age group for whom the

American Cancer Society has such strong recommendations?

J.I. Frederick Reppun, MD
Editor
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. . , cancer riskCancer Risk on the Island

of Hawaii, 1973-1982

Loic LeMarchand, MD, MPH; Michael Davidson, MD, MPH;
Laurence N. Kolonel, MD, PhD; Honolulu

Cancer risks in the Caucasian, Japanese, Hawaiian/part-Hawaiian, and Filipino

populations of the island of Hawaii were compared with the corresponding risksfor the

state as a whole. The analysis used standardized incidence ratios based on the state

incidence rates for 1973-82. For Caucasians and Hawaiians, the risks for the major
cancer sites were generally lower on the Big Island, while for Japanese and Filipinos,

they were more comparable to those for the state overall. These results are consistent

with past urban/rural comparisons of cancer risks in these ethnic groups in other
settings. The only elevated cancer risk on the Big Island was that of cervical cancer in

Caucasian women. Our data suggest that Pap smear screening should be encouraged on
the Big Island, particularly among Caucasian women aged 18-40.

Cancer occurrence in Hawaii has been
well-documented in the recent past, pri-

marily from the data collected by the

statewide, population-based Hawaii
Tumor Registry.'. 2 jhe variations in

cancer incidence identified in Hawaii’s

multi-ethnic population have generated

much research on the environmental fac-

tors associated with cancer. ^ However,
the descriptive data published to date

have concerned the entire state, and
chiefly reflect cancer patterns among the

residents of the island of Oahu, who
represent 80 percent of the state’s popu-
lation. Little information has been avail-

able regarding cancer occurrence on the

other, less-populated islands of Hawaii.

Although the populations living on these

islands share common ethnic and cultural

backgrounds, they differ somewhat in

their economic activities, degree of
urbanization and lifestyle; therefore, they

may also differ in their cancer risk.

Studies of cancer incidence in small,

but well-defined and relatively stable

communities, possibly exposed to dif-

ferent environmental carcinogens, may
sometimes provide etiologic clues. They
also are useful in assessing health care

needs and in planning cancer control pro-

grams. The island of Hawaii, the largest

and second-most-highly populated of the

Hawaiian Islands, offered an opportuni-

ty for such a study.

This report presents a comparison of

the cancer risks of the four major ethnic

groups living on the island of Hawaii,

also called the “Big Island,’’ with those

of their counterparts in the entire popu-
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lation of the state of Hawaii. The small

size of the populations of the other is-

lands did not allow for similar race-spe-

cific comparisons.

Methods
The data for this study were those

collected by the Hawaii Tumor Registry

(HTR), which was established by the Ha-
waii Medical Association in 1960 and
became a member of the Surveillance,

Epidemiology and End Results (SEER)
Program of the National Cancer Institute

in 1973.

At that time, a rigorous, ongoing
quality control program was introduced

which has assured a virtually complete
case-ascertainment throughout the state.

Less than 1 percent of the cases are iden-

tified from death certificates only. More
than 94 percent of the tumors reported to

the registry are microscopically con-

firmed.

Site and histologic diagnosis are classi-

fied by the HTR staff according to the

International Classification of Diseases

for Oncology (ICD-O).'*

This study included invasive as well as

in-situ malignancies of the following

sites: oral cavity and pharynx (ICD-0
140-146, 148, 149); esophagus (ICD-0

150); stomach (ICD-0 151); colon (ICD-0
153); rectum (ICD-0 154); liver and
biliary tract (ICD-0 155, 156); pancreas
(ICD-0 157); larynx (ICD-0 161);

trachea, bronchus, and lung (ICD-0 162);

hematopoietic and reticuloendothelial

system (ICD-0 169); skin (ICD-0 173);

female breast (ICD-0 174); cervix uteri

(ICD-0 180); corpus uteri (ICD-0 182);

ovary (ICD-0 183); prostate (ICD-0 185);

bladder (ICD-0 188); kidney (ICD-0 189);

thyroid (ICD-0 193); lymph nodes
(ICD-0 196).

Since the population of the Big Island

is relatively small when considered in sev-

eral ethnic and sex subcategories (Table

1), it would yield rather unstable rates if

those rates were based on a short period
of time. Hence, in this study we consid-

ered all the new cancer cases (i.e., “ob-

served cases’’) diagnosed among Big Is-

land residents during the 10-year period

from 1973 to 1982.

The number of cases expected to have

occurred if cancer risks on the island of

Hawaii were similar to those in the state
|

overall were computed with the site- I

race-sex-specific incidence rates for the

state of Hawaii based on HTR data for

the same time period. These rates were
applied to estimates of the size of the

respective subgroups of Big Island resi-

dents for the midpoint (1977) of the

study period.

The population figures were obtained

from the Health Surveillance Program
(HSP) of the Hawaii State Department
of Health, which every year randomly
samples approximately 2 percent of each

island’s population.

Expected numbers of cases in each cat-

egory of age, sex and ethnicity were

summed to give an overall expected

number, which was compared to the ob-

served number of cases by taking the

ratio observed/expected and multiplying

it by 100 to obtain the standardized in-

cidence ratio (SIR). The statistical signifi-

cance of this ratio was assessed under the

assumption of a Poisson distribution.

5

The patients classified themselves on

ethnicity at time of hospitalization,

whereas the populations (as estimated

from the HSP samples) were classified by

ethnicity based on parentage. This dif-

ference in method of classification is un-

likely to have resulted in any significant

bias, since more than 90 percent of the

state’s population over age 45 are eth-

nically pure, after exclusion of the Ha-
waiians. The Caucasian, Japanese, and

Filipino categories were limited to per-

sons who reported themselves to be of

pure origin, but the Hawaiians and part-

Hawaiians were considered together in a

single category. Unfortunately, the Chi-

nese, Koreans, and Samoans were too

few in numbers to be considered as sepa-

rate groups and thus were omitted from

the analysis.

Hawaii Medical Journal—Vol. 45, No. 8—August 1986



TABLE 1

Age, Sex and Ethnic Distribution of the Population of

the Island of Hawaii, 1977

Age groups MALE FEMALE
in years Caucasian Japanese Hawaiian Filipino Other Caucasian Japanese Hawaiian Filipino Other

0 - 9 918 788 3,221 314 1,565 802 1,121 2,225 340 1,199

10 - 19 1,039 1,879 3,450 284 995 1,027 1,525 3,296 358 1,120

20 - 29 1,682 1,383 1,718 629 802 1,743 1,284 1,788 637 830

30 - 39 1,260 1,010 1,150 301 466 94 1,093 1,196 334 396

40 - 49 988 1,279 786 356 452 1,116 1,856 1,102 254 461

50 - 59 1,307 1,926 520 694 454 1,317 2,112 581 320 126

60 4- 1,933 2,077 916 1,015 346 1,556 2,024 1,029 202 91

Total 9,127 10,272 1 1,761 3,593 5,080 8,510 11,015 11,217 2,445 4,223

Since our original objective was to

identify interisland differences in cancer

risk, ideally we should have based our

comparisons for the Big Island on the

cancer rates for just the remaining is-

lands or possibly Oahu alone. Instead,

we chose as reference the rates for the

entire state, because they have been pub-

lished and compared to the U.S. rates.'-

^

Since the Big Island population repre-

sents less than 10 percent of the total for

the state, its inclusion in the computation

of the expected values was likely to have

produced but a small effect on our re-

sults, and to have obscured rather than

created significant SIRs. Furthermore,

since 80 percent of the population of the

state resides on Oahu, any comparison of

the Big Island with the state as a whole is

essentially a comparison with Oahu.

Results

The SIRs for the Big Island residents

of Caucasian, Japanese, Hawaiian, and

Filipino ancestry are presented in Table

2. A SIR of 100.0 for a sex/race cate-

gory would indicate that this particular

group of Big Island residents had a

cancer risk similar to that of the cor-

responding population group in the state.

Caucasians and Hawaiians of both

sexes were at significantly lower risk for

developing cancers of all sites combined

than their counterparts in the state. In

contrast, cancer risks for all sites were

significantly higher on the Big Island for

Japanese males and Filipino males and

females.

The site-specific comparisons for

Caucasian males showed lower risks on
the Big Island for cancers of the larynx,

lung, pancreas, prostate, kidney, and
skin (melanoma). Hawaiian males had
fewer cancers of the oral cavity,

esophagus, pancreas, and lung; while

Japanese males were at greater risk for

rectal cancer, and Filipino males at

greater risk for cancers of the stomach

and oral cavity (six cases of tongue

cancer whereas only two were expected).

Caucasian women were at lower risk

on the Big Island for lung, colon, breast,

uterus, and ovarian cancers. Hawaiian

women had fewer breast and uterus

cancers than expected. Cervical cancer

rates were increased on the Big Island for

women of all ethnic groups examined,

but significantly so only in Caucasians
(more than 2.5 times the statewide rate).

For most sites, female cases of Filipino

origin were too few to allow for mean-
ingful comparisons.

An examination of cervical cancer oc-

currence in individual census tracts re-

vealed that 12 cases were diagnosed over

a recent two-year period among young
Caucasian women from one particular

census tract, whereas 0.3 were expected.

However, this apparent cluster does not

explain by itself the increased cervical

cancer rate in Big Island Caucasian resi-

dents, since after exclusion of these 12

cases, the rate was still higher than ex-

pected, especially for Caucasian women
between ages 18 and 40. A time-trend

analysis also showed that this rate was
already significantly increased during the

first half — though less so than during

the second half — of the study period.

Discussion

The reliability of these results depends

on the validity of the Big Island popu-

lation estimates and on the accuracy of

the residency information reported in the

HTR. We have few reasons to question

the validity of the HSP population esti-

mates used in this study since they were

developed from samples of reasonable

sizes using appropriate statistical meth-

ods.

Potentially more serious is the problem

of misclassification errors on island of

residence. The registry obtains this infor-

mation from the addresses of the patient

and referring physician, as reported on

the hospital chart of first admission. Yet,

it is conceivable that a number of Big

Island residents may have, on their own
initiative, directly referred themselves to

a hospital on Oahu and reported the

local address of some relatives, thereby

being mistakenly classified as Oahu resi-

dents.

In this eventuality, the SIRs for Big

Island residents would have been artifac-

tually reduced, and possibly more in cer-

tain races than others. However, if such

misclassification had been extensive, we
would have obtained significantly small

SIRs for many more sites and in a more
consistent pattern among sexes than we
actually observed in this study.

Thus, misclassification on residency

seems unlikely to account for the dif-

ferences in risk observed in this study.

Although some of these risk com-
parisons were based on relatively small

number of cases, a certain consistency

arises from our data. The cancer sites for

which we observed a decreased risk in

certain ethnic-sex subgroups on the Big

Island are ones usually highly correlated

in inter- and intracountry comparisons,
or in secular trend analyses. Thus,
cancers of the breast, ovary, en-
dometrium, and colon are known to co-

vary among geographic areas, * as do
cancer sites most strongly related to

cigarette smoking (oral, cavity, pharynx,
larynx, and lung).

Our findings in Caucasians also agree

with the general observation that cancer

risk for U.S. whites is usually lower in

rural than in urbanized areas. The island

of Hawaii, despite the recent develop-

ment of certain of its coastal areas for

the tourism industry, has remained the

most rural of the main Hawaiian Islands.®

The decreased risks observed on the

Big Island in Caucasian males for cancers

of the pancreas, skin, and kidney, and in

Caucasian females for cancers of the co-

lon, breast, ovary, and endometrium are

consistent with the results of past urban-

rural comparisons in this ethnic group, 'o

although a more consistent pattern

among sexes might have been expected.

The observation of a decreased risk on

the Big Island for prostate cancer was

somewhat unexpected, since no urban-

rural gradient has been previously re-

ported in U.S. whites. Also unexpected

was the absence of risk reduction for

bladder cancer, in view of the reduced

risks for the other smoking-related

cancers. One might consider the possibili-

ty that different environmental carcin-

ogens are of primary importance for

these two cancer sites on the islands of
Oahu and Hawaii.

We also observed that Hawaiians,

who, among the state’s population, have
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TABLE 2

SIR by cancer site, sex and race for

residents of the Island of Hawaii, 1973-1982

SITE MALE FEMALE
in years Caucasian Japanese Hawaiian Filipino Caucasian Japanese Hawaiian Filipino

All sites 71.3'’ 116.5'’ 63.

F

127.8'’ 82.6'’ 105.0 79.3*’ 168.5'’

Oral cavity-pharynx 67.3 79.0 25.3 229. F 55.6 104.2 *

Esophagus 166.7 164.2 37.5a 181.8 * * * *

Stomach 93.6 100.9 84.8 191.2a 129.3 116.0 99.4 *

Colon 83.8 119.5 54.6 118.8 59.2'’ 105.1 72.7 *

Rectum 79.0 140. 8^“ 70.2 140.0 63.8 85.3 67.9 *

Liver-Biliary 42.5 129.4 65.9 108.6 112.9 133.9 85.7 *

Pancreas 48.5=> 151.5 36. 2'- 181.8 76.2 106.8 89.5 *

Larynx 24.5'’ 178.1 36.1 * * * *

Lung 72. 3'’ 112.7 45.5'’ 107.3 41.

F

100.4 70.2 *

Hemo-RE system 103.4 142.3 95.8 106.7 74.9 107.5 94.9 *

Skin (melanoma) 46.6'’ * * 120.2 * * *

Breast — — — — 76.5'’ 97.8 75.3'’ 131.0
Cervix — — — — 260.6'’ 127.6 111.5 *

Corpus uteri — — — — 73.6'’ 84.5 41. 8'’ *

Ovary — — — — 50.5a 112.8 115.0
Prostate 61.0'’ 110.7 76.4 119.0 _
Bladder 71.3 125.7 119.4 163.6 72.6 93.0 *

Kidney 17.5'’ 93.2 71.6 * 31.0 * * *

Thyroid 50.8 45.8 38.9 * 68.4 70.3 117.2 160.0
Lymph Nodes 120.1 70.6 90.0 107.7 78.2 152.9 100.0 *

* expected cases fewer than 5

^ p < .05

p > .01

the highest overall cancer incidence,' had
the greatest overall risk reduction on the
Big Island. This may be related to the

fact that on the island of Hawaii, Hawai-
ians have maintained a somewhat more
traditional lifestyle — especially in terms
of diet — because of the greater avail-

ability of land and the existence of rich

fishing grounds.

The risk pattern observed on the Big
Island for the Japanese group (i.e. little

variation from the state as a whole) is

consistent with the reported lack of sub-
stantial rural/urban differences in

cancer incidence in other Oriental popu-
lations." (The increased risk of rectal

cancer in males noted in this study might
be due merely to chance.)

The differences in cancer risk observed
in Filipinos may only reflect premigra-
tion exposures, since the great majority
of Filipinos in Hawaii are first-genera-

tion migrants. In this regard, it is inter-

esting to note that the cancer sites (stom-
ach and tongue) for which they have an
increased risk on the Big Island are also

more common in rural and less-educated

populations of the Philippines, '2- '3

among whom chewing of betel nut is

common.
Finally, our finding of a high incidence

of cervical cancer among Caucasian
women on the Big Island was unexpected
since the statewide incidence rates for

this cancer have been shown to be low
and on the decline, ^ as in other parts of

the United States.

The single census tract with a marked

increase in cervical cancer rates over a

two-year period was the focus of a sub-

stantial immigration of young adults over
the last decade.

Despite the transmissible charac-
teristics of this disease, these cases may
have no relationship with one another
and may reflect only the profile of this

group of immigrants. This and other ex-

planations for the apparent cluster are

currently under investigation.

The observation that Caucasian
cervical cancer rates are increased on the

Big Island independent of this cluster,

and independent of the effects of a com-
munity-oriented screening program con-
ducted in 1976-79 by the Hawaii State

Department of Health and the American
Cancer Society (only two cases, aged 63
and 64, were diagnosed on the Big Is-

land) suggests that screening by Pap
smear should be encouraged on this is-

land, particularly among Caucasian
women aged 18-40.
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Ring, dial, beep or buzz.

Whatever you’re looking for in a telephone

system, chances are GECC Hawaii Leasing has

your number.

We’re the best source for lease financing

in Hawaii, and we can probably finance a new
telephone system for your office tomorrow,

by simply calling us today.

We’ll develop a lease for your business

that’s as good a fit as the telephone system

you’ll have designed for you.

Or if you’re satisfied with the system you’re

currently renting from the telephone company
and would like to buy, we’ll purchase the system

for you and lease it back to you. It’ll improve

your cash flow without interrupting

your service.

Call GECC Hawaii Leasing. Proposed tax

law changes may alter some of the tax benefits

of leasing. So call now. And talk to us about

our connections.

700 Bishop Street, 9th Floor

Honolulu, HI 96813 Ph. 527-8333

GECC HAWAII LEASING

GECC
Financial
CORPORATION

a division of:

First and Second Mortgage Financing for Commercial and Residential Real Estate • Credit Lines for Individuals and Businesses

Equipment and Vehicle Leasing • Inventory and Receivable Financing • Thrift Investment Programs

Member FDIC



PROFESSIONAL LIABILITY
PROTECTION

Sponsored by the Hawaii Medieal Assoeiation

Continuous Serviee to Hawaii Physieians in Hawaii since 1981

Local claims representation

Physician-owned /non-profit

Peer review of claims and underwriting

Vigorous loss prevention program

Best’s A+ (Superior) rating

Financial Stability

Medical Insurance Exchange of California

Professional Liability Exclusively

6250 Claremont Avenue, Oakland, California 94618-1324

Call MlEC’s Honolulu Claims Office, 545-7231, or call toll-free 800-227-4527



. . . relevance to actual practice

Community Practice and
Cancer Clinical Trials:

I. Relevance of Creatinine Clearances

Thomas C. Hall,

Seth M. Steinberg, PhD,t,tt

The development and application of an effective, new clinical test proceeds through

three stages. First, all potentially abnormal patients are studied to evaluate the validity,

reliability, and sensitivity of the test. During this research phase, the test is of uncertain

value clinically.

Second, three groups of test subjects emerge after analysis of the initial results: one

of which is always positive, and thus of no selective differential value; a second in

which is always negative, and thus adds nothing to the identification of that group, and
an intermediate group in which the test may be negative or positive in specific members

of the group, and thus the test may provide help in selective management of patients.

Third, after this evolution, for this subgroup, the test is ofpotential clinical value. If

such a group is not found, the test will have no clinical utility, and will be dropped.

Introduction

For the community practitioner, many
tests are available, some of which have
not fully evolved in the aforementioned
fashion before they are marketed, so that

it may be difficult for him/her to de-

termine if the test only confirms a status

already known from other examinations,

or whether the test will be of help in

adding information of management val-

ue. The result is commonly overuse of

tests, with resulting excess costs. In the

• Correspondence:

Community Outreach, Education, and Control
Program, Cancer Center of Hawaii, 1236
Lauhala St., Honolulu, Hawaii 96813.

•• Cancer Committee, Hawaii Medical Associa-

tion, Honolulu, Hawaii 96814.

t Emmes Corp., 11325 Seven Locks Rd.,

Potomac, Md. 20854.

tt A publication of the Gastrointestinal Study

Group (GITSG). Supported in part by NCI
Grant No. UlOCA-34600 to Hawaii Medical

Association and Contract No. 1 DM-87193 to

Emmes Corp.

era of the DRGs, omitting unneeded

tests may reduce costs while not en-

dangering appropriate clinical decision-

making.

Cooperative groups doing clinical trials

have evolved in a time of substantial

federal financial support. In addition,

this format provides an opportunity to

make cross correlations between tests and

clinical status on large groups of pa-

tients. This often involves mid-course

changes in therapy depending upon
clinical test results.

The trials proceed according to fixed

protocols which must incorporate, at

least initially, multiple related measure-

ments of bone marrow and other organ

functions. Very few of these large data

bases have been examined to see whether

some tests can be omitted because they

do not add specific information relevant

to decision-making. However, they may
contain clinical data which may con-

tribute to this in community practice.

Methods

It was necessary to evaluate renal func-

tion prior to patient entry on GITSG
8380, since the protocol contained poten-

tially nephrotoxic agents. A serum
creatinine and creatinine clearance were

required prior to entry on treatment. The
creatinine clearance required a timed, 24-

hour urine collection, plus a serum
creatinine. Because of the cost in dollars

and in patient and medical staff time, it

would be desirable to minimize the fre-

quency of creatinine clearances.

Based upon the concepts described

above, a retrospective survey of the study

populations might be expected to de-

lineate a group in which the creatinine

clearance would never be needed since it

was always normal as predicted by the

serum creatinine. There would also be

another group in which it was never

needed because it was always abnormal

and so predicted by the serum creatinine.
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TABLE 1

Serum Creatinine

Creatinine Clearance <1.0 mgm/100
ml 1.0 mgm/100

ml TOTAL

< 60 ml/minute 21 16 37

> 60 ml/minute 104 47 151

TOTAL 125 63 188

In addition, there would be a final group

in which, since an intermediate serum

creatinine level could not predict whether

the clearance would be normal, a

creatinine clearance was justified because

it would add new information that would
then be useful in the clinical judgment of

patient eligibility for protocol treatment.

One hundred eighty-eight patients ran-

domized to GI 8380 treatment arms, had
both creatinine clearance and serum
creatinine data available. The clearance

ranged from 10 to 222 ml/minute and
serum creatinine ranged from 0.1 to 2.1

mgm per 100 ml. The relationships be-

tween the two variables was characterized

by simple statistical analysis, correla-

tions, plots, and contingency tables.

Omitted from these calculations were any
patients with previously diagnosed poor

renal function who never reached the

point of eligibility. However, we do not

feel that this group’s absence affects the

analysis or conclusions.

Results

The usual Pearson correlation between

the two values was obtained as -0.198.

Probably due to the large number of

patients, the p-value for a test of whether

this value equals zero was an impressive

0.007, indicating a definite relationship.

The small magnitude may indicate limit-

ed usefulness.

A scatter plot was produced (Figure 1)

which shows that low serum creatinine is

associated with high creatinine clearances

and vice versa. The wide middle band of

values between serum creatinines of 0.7

and 1.5 is associated with a negative

slope.

It is also of importance to observe how
often a serum creatinine above the value

of 1.0 mgm/ 100 ml is associated with a

low (below or equal to 60 ml/minute)

clearance. The data distribution is shown
on Table 1

.

Thus, use of the traditional “normal”
creatinine upper limit as cut-off does not

permit one to exclude patients with

clinically important renal impairments.

After application to these data of a one-

tailed test to evaluate whether high serum

levels are associated with low clearance

levels, the Fisher’s exact test p-value is

0 . 12 .

This demonstrates only a tendency for

the association to be in the predicted

direction, but not enough safely to sub-

stitute serum creatinine for clearance.

However if one uses 0.7 as low value and
1.6 as the high cut-off, all but one pa-

tient with the lower value had adequate

creatinine clearances, and no patient at

or above the higher serum creatinine val-

ue had a creatinine clearance of 50

ml/minute.

These two outlier groups represent 15

percent of the total. More detailed

analysis of these patients might add other

clues such as age, sex, and weight which
might further refine these findings.

Summary

Study of a group of patients un-
dergoing a cooperative clinical trial that

requires adequate renal function showed
that 15 percent of patients could be clas-

sified as having adequate or inadequate

creatinine clearances on the basis of ini-

tial serum creatinines.

This suggests that substantial cost sav-

ings could be made by omitting
creatinine clearances in patients with

serum creatinine equal to or more than
1.6 mgm or equal to or less than 0.7

mgm.
Further studies refining these concepts

to include age, habitus, and sex may be
of value.

260 Hawaii Medical Journal—Vol. 45, No. 8—August 1986



Community Practice and
Cancer Clinical Trials:

II. Detection of Recurrences

in Rectal Cancer

Thomas C. Hall,MD**,**

Donald Stablein, PhDt,tt
Seth M. Steinberg, PhDt,tt

Several studies have suggested that improvements in time to recurrent or metastatic

disease, and possibly in overall life span, can be obtained by patients with rectal cancer

who receive adjuvant radiation therapy plus chemotherapy.

^

Introduction

In clinical trials, to determine recur-

rence is critically important. Ree and oth-

ers 3 have reported that local recurrence

in non-treated patients occurred in 24

percent of patients, were associated with

high mortality, and were diagnosed by

local masses 75 percent, and local pain 60

percent of the time. Following adjuvant

therapy, local recurrences might have

been less apparent, and appropriate

methods of diagnosis might be changed

accordingly.

GITSG 7175 was a study that followed

202 such patients, and required that co-

lonoscopy be done to search for

anastomotic recurrences, as well as regu-

lar, local physical examinations and

•Hawaii Medical Association, 320 Ward Ave., Ho-
nolulu, Hawaii 96814.
• • Correspondence

:

Cancer Research Center of Hawaii, 1236 Lauhala

St., Honolulu, Hawaii 96813.

tA Publication of the Gastrointestinal Tumor Study

Group (GITSG) — Supported in part by NCI Con-
tract No. NOl-CM-87193 to The EMMES Corp. and
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Potomac, Md. 20854.

screening, chemistries and CBAs. One
hypothesis was that because of effective

therapy, anastomotic recurrences would

decrease and expensive proctosigmoid-

oscopies or colonoscopies would be

shown to be of less use in follow-up of

treated patients.

Methods and Results

Two hundred and two patients were

entered. Sixty-four of these patients had

anterior resections; these were supposed

to have 66 procto-sigmoidoscopies per-

formed during IVi years of observation.

However, only 38 proctosigmoido-

scopies were done, and only five

anastomotic recurrences were noted. Of
that number, three had simultaneously

diagnosed other locoregional disease.

Overall there were 42 locoregional re-

currences. These were distributed as

follows; perineal — nine, uterovaginal —
seven, sacrococcygeal — five, prostate

and/or bladder — five, miscellaneous

— 11, and anastomotic — five. All pa-

tients with anastomotic recurrences were

dead within eight to 26 months regardless

of therapy, and only three of the

anastomotic recurrences were technically

resectable. A follow-up study of patients

from GITSG with colon primaries con-

firms these observations. *

Conclusions

1

—

The recurrence pattern of locally

treated rectal cancer is not usually

locoregional, but distant.

2

—

Regional recurrences rarely occur

anastomotically, and when they do, they

are associated with other diagnosable re-

gional recurrences.

3

—

Procto-sigmoidoscopy does not add

significantly to physical exam and
monitoring of chemistries in such pa-

tients.
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Community Practice and Cancer Clinical Trials:

III. Value of Platelet and Differential Counts

Thomas C. Hall,

Donald S. Stablein, PhDt,tt

Controlled clinical trials attempt to relate new therapies to response and toxicity.

They often start with data collected previously from a small group of initially studied
Phase II patients, but without sufficient numbers to predict with precision what
toxicities will result and what benefits may accrue to the patient.

Comprehensive Phase III studies characteristically collect large numbers of data
upon which to evaluate response and toxicity. By the end of a Phase III study it should
be possible to determine which organ systems showed untoward effects of treatment,
and which tests contributed meaningfully to clinical decision-making.

Methods

Two studies of the Gastrointestinal

Study Group (GITSG) were examined in

respect to the relative clinical contribu-

tions made by blood counts. In EST 7180

there was a requirement to escalate 5-

Fluorouracil doses at predetermined

times, provided there were no contra-

indications demonstrated by the patient’s

blood counts. In EST 8376 decreases in

chemotherapy doses at stated intervals

might have occurred because of prior

drug effects resulting in lowered blood

counts.

Results

Protocol 7180: This was a regimen in

which adjuvant chemotherapy with radi-

ation therapy was given after surgery.

Thereafter, regular chemotherapy was
given according to a schedule in which
patients without marrow depression re-

ceived increasing doses of 5-Fluorouracil.

Eighteen patients were scheduled to have

their doses of 5-Fluorouracil increased

from 350 mgm/M^ to 500 mgm/m^.
Seven did not complete the escalation

because of non-hematologic reasons, and
three because their white cell counts —
but not platelet counts — were too low.

Following completion of escalation of

5-Fluorouracil, four of the eight whose
treatment escalated had to have their

doses of 5-Flurouracil decreased; all of
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these were due to white cell count depres-

sions. In many instances there were also

abnormalities in platelet counts; how-
ever, there was no instance in which dose
escalation or reduction was the result of
platelet count changes alone.

In protocol GITSG 8376, a com-
parison was made of 5-FIuorouracil plus

Adriamycin (FA), versus the same two
drugs plus Methyl CCNU (FAMe). Forty

patients were entered and analyzed; 20
on FA, 20 on FAMe, six of these 40
patients had to have dose reductions be-

cause of falling hematologic values. Once
again, in each instance, the white count
fell, with some accompanying falls in

platelet counts, but the platelet count
never fell alone to a value requiring dose
modifications when white cells had not

also fallen.

Discussion

In all of the above instances, the white

cell counts contributed all the hema-
tologic information needed for deci-

sion-making, as to raising or lowering

drug doses. The white cell count was
primary for decision-making even when
the drugs used were those such as

Mitomycin-C which can give rise to selec-

tive thrombocytopenia.

The platelet count is often done manu-
ally and hence may be an expensive por-

tion of the hematologic examination. The
numbers of patients and uniform treat-

ments involved in these cancer clinical

trials provided data which suggest that

platelet counts could be omitted from
treatment regimens involving 5-Fluo-

rouracil and Methyl CCNU follow-

ing radiation, as well as those which in-

clude 5-Fluorouracil plus Adriamycin
and Methyl CCNU. Li, Danahy, and
Gelman,' have previously reported that

the differential count is rarely useful in

managing cancer therapy, however, their

conclusion was based upon total counts

above 5,000.

Our data relate to raising and lowering

doses for total counts at any levels. Thus,

it appears that the use of platelet counts

in clinical management may not be im-

portant, and white cell counts or

ganulocyte counts may be enough. Our
data do not describe hematologic
neoplasms, or pediatric tumors, and
should not be applied to these groups.

Differing conclusions may be obtained

from analyses of different drugs. How-
ever, substantial savings might be made
in the community-practice setting by ap-

plying these cooperative group-derived

data. A test which duplicates the deci-

sion-making information of another sim-

ple test, may be considered clinically to

be a surrogate and, therefore, can be

omitted in order to cut costs.

Summary
1

—

In studies involving 5-FluorouraciI

and radiation, when the total white count
did not permit dose escalation, or re-

quired decreased doses, the platelet count
never affected this decision.

2

—

When downward decrements in

doses of 5-Fluorouracil, Methyl CCNU
and Adriamycin were required, white
blood cell counts were more relevant to

clinical decisions than were platelet

counts.

3

—

The examination of cooperative
group data bases may well contain other

examples of surrogate lab tests which,
when omitted, might decrease the cost of
tests used in monitoring patient care.

REFERENCE
Li FP, Danahy J and Gelman R: “Utility of Dif-

ferential Leukocyte Counts in Cancer Management.”
JAMA: 252: 1312-1314, 1984.

Hawaii Medical Journal—Vol. 45, No. 8—August 1986262



Community Practice and Cancer Clinical Trials:

IV, Relationship Between
Early Toxicity and Treatment

Outcomes in GI Cancer Patients

Seth M. Steinberg,PhD,* **

Thomas C. Hall, MDt, ft

In patients receiving chemotherapy for cancer, one of us (TCH) has hypothesized

that unexpected and severe, early, toxic reactions to chemotherapy may be associated

with more profound responses, prolonged disease-free intervals, or lengthened survivals

because of pharmacogenetic sensitivity, which would be shared by tumor and host

tissues. Such an effect might also be measured in terms of subject proportions dead or

recurrent at specific times after the toxicity occurred.

We studied this issue by examining data gathered by the Gastrointestinal Tumor
Study Group (GITSG), a cooperative group of the National Cancer Institute, and
relating unexpected severe toxicity to response, as measured by tumor regressions and
time intervals to recurrence and death.

Methods

Five studies from GITSG were consid-

ered. They were:
1

—

GI 6175: A prospective, randomized
Phase III trial which was designed to

compare chemotherapy, immunotherapy,
and chemotherapy plus immunotherapy
with a surgery-only control arm in pa-

tients who had received curative resec-

tions for colon cancer. Since measurable
disease was not involved, times to relapse

and survival were taken as potentially

related to degree of anti-tumor and host

toxicity effects. This was a study of many
patients and toxicities.

2

—

GI 8376: A prospective randomized
trial designed to determine the relative

effectiveness of three chemotherapy com-
binations in patients with unresectable

gastric carcinoma. Measurable disease

was not usually present; “disease-free in-

terval” (time to relapse), and survival,

were the primary end points.

3

—

GI 8380: A prospective randomized
clinical trial designed to compare the rel-

ative efficacy of three chemotherapy
combinations in patients with advanced
gastric cancer. Effects on measurable dis-

ease were possible here.
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4

—

GI 6380: A Phase II study of the

frequency and duration of tumor
response to Methyl-CCNU, Vincristine,

5-

Fluorouracil, Streptozotocin, in pa-

tients with measurable, histologically

confirmed metastatic or recurrent

adenocarcinoma of the colon or rectum.

In this trial, response in measurable dis-

ease sites could be analyzed.

5—GI 9376: A set of Phase II clinical

trials designed to evaluate the anti-tumor

activity of a number of single new drugs

and drug combinations in patients with

advanced pancreatic carcinoma. Twelve

single drugs or combinations were in-

cluded in the trial.

In GI 6175, comparisons were un-

dertaken to determine to what extent ear-

ly toxicities were of benefit with respect

to length of survival and length of dis-

ease-free interval. As it was theoretically

of importance to determine whether the

early toxicities were associated with sig-

nificantly increased anti-tumor re-

sponses, tests of these hypotheses were

constructed.

Since an increase in the length of the

survival or disease-free interval would or-

dinarily imply lower death and recur-

rence proportions in the time periods

studied, these associations were evaluated

by one-sided hypothesis tests. Unex-

pected severe toxicity might result in an

increased number of early deaths before

opportunity to measure response, dis-

ease-free interval or survival, and those

who survived might well-demonstrate re-

sponsiveness and prolongation of the

“disease-free” and survival intervals.

Toxicities of interest were the severe

hematologic ones, or the life-threatening

or fatal toxicities of any type. For the

purposes of this study, all of these tox-

icities will be called “severe” toxicities.

Toxicities in GI 6175 were considered to

have occurred early if they occurred

within 30 days of start of therapy. All

analyses of 6175 data were based on
treated patients; patients in the control

arm received no therapy and thus, by

definition, could not experience treat-

ment-related toxicity.

As well, one set of analyses compared
outcomes of interest between patients ex-

periencing early, severe toxicities and
those with later or no severe toxicity,

while another set compare patients with

early, as opposed to late toxicity. This

latter comparison excluded all patients

from analysis who had not experienced

“severe” toxicities, as defined above.

In addition, lengths of intervals in liv-

ing patients were analyzed separately

from lengths of intervals of deceased pa-

tients, in order to allow distinction be-

tween follow-up time (for living patients)

and survival time (for dead patients).

Among living patients of GI 6175,

follow-up is determined exclusively by

the length of time that the patient has

been in the study; thus, recently entered

patients will have shorter follow-ups.

This makes it necessary to assume that

early and late toxicities occurred inde-

pendently of whether the patient entered

the study recently or further back in

time.

Early severe toxicity was also analyzed

as a prognostic factor for survival or

disease-free survival by employing
Breslow’s modification to Cox’s re-

gression model.' Analyses combined liv-

ing and dead patients for survival and
examined living and dead patients sepa-

rately, as well as combined, for disease-

free survival.
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The patients placed into GI 6380,

8380, and 9376 died in quick succession.

Because of this, any examination of ef-

fect of early toxicity would have needed

to take into account the rapidly decreas-

ing numbers of patients likely to develop

toxicity. As was the case in GI 6175, it

was decided only to identify toxicities

which presented within 30 days after the

treatment start date for these four stud-

ies, and those toxicities considered “ear-

ly, severe” for the analysis, and grade 3:

severe or worse hematologic toxicities, or

grade 4 or 5: fatal toxicities of any sort.

Since the hypothesis related to im-

provements in response or survival, the

hypothesis posed was tested using a one-

sided confidence interval. Also, the com-
parisons were weighed between patients

with early, severe toxicity, and the re-

mainder. Comparing patients with early

versus late “severe” toxicity would have

been improper in this situation because

only those patients who live long enough
can experience later toxicity; hence, they

will most probably have a longer median
survival. Also, late toxicity might be less

related to pharmacogenetic factors than

to cumulative effects of drugs and tumor
on the host. Since virtually all the pa-

tients in these studies have died, it was
not appropriate to examine the dead and
living patients separately. Instead, all

were included in the analyses.

Results

The results of analyses varied by study;

therefore, they were being presented sep-

arately.

A. In GI 6175, whether just those pa-

tients with severe toxicities are considered

or whether all treated patients are consid-

ered, comparing patients with early, se-

vere toxicities to the others in the evalua-

tion demonstrated no difference with re-

spect to recurrence proportions or time

to recurrence noted (p. > .5). Examining
proportions of those GI 6175 patients

who have died reveals that there was no
death-rate difference between those with

early, severe toxicity and the rest.

However, when only looking at those

with severe toxicities, 13 of 27 patients

with toxicities noted within 30 days had
died, while 31 of 88 late toxicity patients

died (p. = .16, Fisher’s exact test, one-
tail). This indicates a slight tendency for

the patients with early, severe toxicity to

have had a greater proportion dead than
the patients with late toxicity. This result

is not considered significant, but neither

is it inconsistent with what the biological

model would expect to demonstrate. Had
a two-tailed test been conducted, not
having any expectation about the direc-

tion of any difference, this finding would
have been of little importance.

Among living patients, early, severe

toxicities were associated with follow-up

times in the following ways.
1— 10/14 patients with early toxicity

had follow-up times longer than median

follow-up for all treated patients, com-
pared with 111/227 with longer than

median to follow-up among all other pa-

tients (p = .086 Fisher’s exact test, one-

tail). (Disease-free: 9/14, p = .210).

2— 10/14 patients with early toxicity

had follow-up times longer than the me-
dian follow-up among all treated patients

with severe toxicity (p = .075, Fisher’s

exact test, one-tail). (Disease-free:

11/16, p = .202).

Of those who died, early, severe tox-

icities could not be associated with

survival times in a meaningful way.

When the living and dead patients were
combined into a single analysis for each

interval length considered, no significant

differences appeared between the early,

late or no severe toxicities. Examining
the impact of early, severe toxicity on
prognosis in disease-free survival, or

survival as a whole, also revealed no
significant effect, regardless of how the

data were combined or separated.

B. In GI 8376, early, severe toxicity

was associated with follow-up times in

the following way: 24/51 patients with
early, severe toxicity had follow-up times
longer than median follow-up among all

other patients (p > .25, Fisher’s exact

test, one-tail). (Disease-free: 27/51 vs.

89/181, p. > .25) Survival curves for

the two groups were constructed. The
curves were generally quite similar in ap-

pearance. The most noteworthy dif-

ference occurs among the patients who
died within the first 30 days. Only one of
14 patients who died within the first 30
days had early, severe toxicity. (Table 1)

Thus, there is some small, initial, pro-

tective effect of the toxicity, but it disap-

pears quite rapidly and has no influence

on long-term survival.

Early, severe toxicity was also analyzed

as a prognostic factor for disease-free

survival (by employing Breslow’s modi-
fication to Cox’s regression model). Us-
ing models both adjusted and unadjusted

for the effects of different treatments,

early toxicity was not a significant prog-

nostic factor.

As large numbers (52 of 232) of pa-

tients in GI 8376 had measurable disease,

it was feasible to examine the impact

which early, severe toxicity had on
response proportions. Among the 52 pa-

tients, the responses were distributed as

in Table 2. (Using the Fisher’s exact test,

p = 0.1, one-sided.)

While this table, showing that 4/13
with early toxicity responded but only

4/39 among the others responded, de-

monstrated that those with early, severe

toxicity were more likely to respond than

the other patients, it may not be defi-

nitely so, primarily because the total of

eight responses is a very small number.

C. GI 8380 contained sufficient infor-

mation to evaluate 60 patients for meas-
urable response. Using the criteria stated

for severe toxicity, the results from this

study are as in Table 3. The association

between response and early, severe toxici-

ty was not significant (p = 0.37, Fisher’s

one-sided.)

As both studies dealt with the same
disease site and stage, it was permissible

to combine results from both studies in

order to determine the effect. When con-

sidering the pooled data of these two
studies (6/28 with early, severe toxicity

responded as opposed to 7/84 others),

the association may be considered signifi-

cant (p = .067, Fisher’s exact text, one-

sided).

The fact that the combination of the

two studies is virtually significant, where-

as neither study alone is, points to the

lack of adequate sample size when each

study is analyzed individually. The
enhanced significance also provides

evidence that patients with advanced

gastric carcinoma, with early, severe tox-

icity are more likely to have tumor
responses.

D. GI 6380 colorectal patients were

analyzed with findings shown in Table 4.

Evaluating this table, using Fisher’s exact

test, demonstrates a moderately high, but

non-significant level of association (p =

0.11, one-tail). Again, had there been a

greater number of patients available,

with responses distributed in the same
manner, the effect would likely have

been significant.

E. Patients in GI 9376 had advanced
pancreatic carcinoma with a worse
survival outlook than those in GI 8376,

8380, or 6380. When patients were classi-

fied into categories depending on their

response outcome and the presence or

absence of early, severe toxicity, as de-

fined for the other studies, the results

were as shown in Table 5.

The data are so sparse that calculation

of exact p-values is inadvisable. Notwith-

standing this, it is clear that the re-

sponders are strongly from the group

without early, severe toxicity.

The combination of results from all

four studies may be an appropriate mea-

sure of the overall association, resulting in

the following, statistically insignificant

(p = 0.27, Fisher’s exact, one-tail) Table 6.

However, since this table includes the GI
9376 findings, which are contrary to the

hypothesis, the p-value merely results

from two opposite effects noted.

Discussion

Adjuvant Chemotherapy. After ex-

amining the results and bearing in mind
the methodologies employed, the follow-

ing conclusions present themselves from
GI 6175, the adjuvant disease study:

1—Because the overall number of pa-

tients with early toxicity is small,

the shift of one or two patient’s

survival times to the other side of

the median, for example, could

greatly alter the impression of how
survival is related to early toxicity.

Also, follow-up times need to be
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TABLE 1

Early,

Severe All Total

Toxicity Others

Died Within Yes 1 13 14

30 Days No 50 168 218

TABLE 2

Early,

Severe

Toxicity

All

Others

Total

Response 4 4 8

No Response 9 35 44

13 39 52

TABLE 3

Early,

Severe

Toxicity

All

Others

Total

Response 2 3 5

No Response 13 45 60

15 45 60

TABLE 4

Early,

Severe

Toxicity

All

Others

Total

Response 3 1 4

No Response 11 25 36

14 26 40

TABLE 5

Early,

Severe All Total

Toxicity Others

Response 1 26 27

No Response 50 278 328

51 304 355

TABLE 6

Early,

Severe All Total

Toxicity Others

Response 10 34 44

No Response 83 380 463

93 414 507

analyzed in view of the staggered

entry into the study. An adjuvant

study may not be appropriate for

examination of a hypothesis deal-

ing with drug effects, since acute

anti-tumor changes cannot be

measured.
2

—

Early toxicity is not clearly of con-

sequence in determining whether

early recurrence will take place, but

is somewhat associated with (i.e.,

not significantly, but in the direc-

tion oO a greater proportion of

deaths during the studied period of

time. This finding is anticipated,

following unexpected and severe

toxicity, and can make the hypo-
thesis hard to analyze.

3

—

In the case of surviving patients,

appearance of severe/early toxici-

ty is weakly associated with having

longer than median-observable
follow-up and disease-free interval.

Advanced Disease Chemotherapy. In

GI 8376, the patients with severe toxicity

did not display a significant increase in

median survival or disease-free survival.

There was a modest effect on tumor

response, however. An effect on tumor

response was not present in Gl 380, but

when both gastric studies are considered

together, there is evidence of early, se-

vere toxicity having a positive effect on

tumor response in advanced gastric pa-

tients. In GI 6380, there is a small effect

of toxicity on tumor response, but in GI

8376, nearly every responding pancreatic

tumor was not in a patient with early.

severe toxicity.

In three of four studies involving

measurable disease, there was a sugges-

tion that severe early toxicity was as-

sociated with greater tumor responsive-

ness. Pooling results from three specific

measurable disease studies (GI 6380,

8376, 8380) produced a test statistic

which was highly significant, indicating a

strong association between early, severe

toxicity and tumor response to therapy.

However, by so doing, the effect would
be to ignore the result from GI 9376, or

to suggest that the hypothesis may be

true for specific sites and drugs, with

pancreatic cancer being less affected.

Thus, while there is some evidence that

pharmacogenetics was indeed operating

in some instances, this needs to be inter-

preted carefully. Only 161 out of the 933

patients in this study were considered to

have early toxicity under the 30-day

criterion. This means that even strongly

favorable results would be of only mod-
erate clinical consequence when viewed in

the context of treating large populations

of patients. However, the purpose of this

study was not to identify a prediction

system for response, but to see whether

patients with severe host normal tissue

reactions to drugs also had greater tumor
responses.

While there is not strong evidence that

the pharmacogenetic mechanism is not

operating, demonstrating a statistically

strong relationship is not possible from
the data obtained because of the opposite

conclusions identified. The inclusion of

patients on GI (876 may have masked the

effect because that study included ex-

tremely ill patients and the ineffective

treatments being used may not have al-

lowed the effect to materialize. Excluding
GI (876 yields a significant p-value (p =

0.

02. one-sided), which demonstrated a

clear association between early, severe

toxicity and tumor response.

In studies of pharmacogenetically de-

termined unusual sensitivity, care must
be taken to identify the small fraction of
patients with very early and severe toxici-

ty, as compared with cumulative late tox-

icity. Also, early dose-related “expected”
drug toxicity has been shown not to be

related to response.

^

The ideal patient groups for a study of

the possible pharmacogenetic interre-

lationship between response of normal
tissue and of tumor to chemotherapeutic

agents would be those with measurable
disease being treated with drugs capable

of inducing significant numbers of
responses. Lympohomas and breast

cancer may be worth analyzing, and such

a study has been proposed to the Eastern

Cooperative Oncology Group, with
which the Hawaii CCOP is affiliated.
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. . . same dismal prognosis

Gastric Carcinoma in Hilo, Hawaii
An Assessment of Pathologic Prognostic Parameters

Barry Shitamoto, MD*

Gastric carcinoma is a common form of malignancy with distinct geographic and

ethnic distribution. In the United States, there has been an overall drop in incidence

over the past several decades.

This drop in incidence, however, has not been associated with an increase in survival.

Gastric carcinoma still carries the same dismal prognosis that it has always had despite

the recent advances in gastroscopy, cytology, and biopsy techniques. ^

With 79 cases available for evaluation over a six-year interval, this study was

performed to assess clinical, pathological, and prognostic parameters of gastric

carcinoma in Hilo, Hawaii.

Materials and Methods

Clinical records of 81 patients with

gastric neoplasms diagnosed from 1978

to 1983 at Hilo Hospital were reviewed.

This study was based on the analysis of

79 patients with the diagnosis of gastric

adenocarcinoma. The parameters evalu-

ated included sex, race, age at diagnosis,

symptoms, diagnostic mode, and type of

surgery performed. Pathologically, the

size, the depth of penetration, and the

presence of metastasis were evaluated.

The cell type and differentiation of the

adenocarcinomas, with associated pa-

rameters of inflammatory response,

desmoplasia, gastritis, and intestinal

metaplasia were also reviewed. Several

parameters were compared with survival

in months. These included sex, size,

depth of penetration, lymph node
metastasis, and cell type and differentia-

tion.

The carcinomas were divided mac-
roscopically into five forms: (1) poly-

poid, (2) superficial, (3) ulcerated, (4)

fungating, and (5) diffuse. Histological-

ly, the carcinomas were divided into in-

testinal, diffuse and unclassified types

according to the criteria set forth by
Lauren.'* All intestinal carcinomas were

graded into well-, moderately and poorly

differentiated grades of malignancy.

Carcinomas with predominance of

well-formed tubular glands and minimal
cytologic atypia were placed into the

well-differentiated category. Moderately
differentiated carcinomas showed recog-

nizable glandular structures; however,

there was architectural complexity, as

well as atypical nuclear features, which
were manifested primarily by pleomorph-
ism and hyperchromasia. Poorly dif-

ferentiated carcinomas showed poor and

•Correspondence: Barry Shitamoto, MD
Department of Pathology

Hilo Hospital

1190 Waianuenue Ave.

Hilo, Hawaii 96720

Accepted for publication July 1985.

abortive gland formation, with areas of

solid nests and sheets. This was usually

associated with marked nuclear and

cytologic pleomorphism.

Gastritis was microscopically graded

numerically from 0 to 3 -I- with the latter

grade representing severe atrophic

gastritis. Intestinal metaplasia was sepa-

rated into complete and incomplete

types, based on the presence or absence

of Paneth cells.

Results

Pathological data were collected from

79 patients — 40 males and 39 females.

The mean age of the group of males at

diagnosis was 67.9 years, with a range of

29-92. The mean age of females at

diagnosis was 71.5 years, with a range of

43-90. The racial distribution of the pa-

tients is shown in Table 1.

table 1

Racial Distribution of Gastric Carcinoma
in Hilo, Hawaii (79 patients)

Race Percent

Japanese 57

Caucasian (Spanish) 14

Filipino 6

Portuguese 6

Hawaiian-Chinese 6

Hawaiian 3

Puerto Rican 1

Korean 1

Chinese 1

Hawaiian-Filipino 1

Unknown 4

Table 2

Presenting Signs and Symptoms
In Gastric Carcinoma (55 patients)

Sign/Symptom Percent

Pain 78

Weight Loss 49

Melena 42

Weakness 27

Anorexia 22

Vomiting 20

Hemetemesis 9

Dysphagia 7

Mass 5
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Presenting Signs and Symptoms

The presenting features in 55 patients

are depicted in Table 2. Abdominal pain

was the most common complaint and
was present in 40 patients (78 percent).

The duration of pain ranged from three

days to several years with the majority

having pain of one to three months’ du-

ration. A decrease in weight was the sec-

ond most common complaint and noted

in 27 patients (49 percent). The average

weight loss documented in 20 patients

was 13.9 pounds, with a range from 4 to

25 pounds. Melena, weakness, and
anorexia followed in 42 percent, 27 per-

cent, and 22 percent of patients, respec-

tively. The initial hemoglobin level in 54

patients was 10.8 gm/dl.

Diagnosis

Upper gastrointestinal X-ray examina-

tion was performed in 56 patients. Fifty-

one (91 percent) had results that were

either positive for malignancy or in-

dicated that further evaluation was neces-

sary, which led to the diagnosis. En-

doscopic biopsies were performed in 50

patients, and of these 46 (92 percent) had

biopsies done that were positive for ma-

lignancy. The endoscopic observations

were in agreement with the biopsy re-

sults.

Pathological Findings

There were 50 surgical specimens avail-

able. The gastric neoplasms ranged in

size from 0.8 to 14 cm with a mean size

of 4.68 cm. There were four polypoid,

two superficial, 14 ulcerated, 27 fungat-

ing and three diffuse forms. The biopsy

and gastrectomy specimens included 59

intestinal-type adenocarcinomas, 20 dif-

fuse-type adenocarcinomas, and no un-

classifiable types. There was also one
lymphoma (large, non-cleaved type) and
one plasmacytoma. Of the intestinal-type

adenocarcinomas, seven were well-dif-

ferentiated, 36 moderately well-differen-

tiated and 16 poorly differentiated.

In the gastrectomy specimens, neo-

plastic invasion was found limited to

the mucosa and submucosa (early gastric

cancer) in 10 cases. Muscular invasion

was found in seven cases, while serosal

and fat involvement occurred in 33.

There were no well-differentiated
carcinomas that extended into the serosa

and fat. In contrast, all but one of the

diffuse-cell carcinomas invaded into this

area. Of the non-resectable carcinomas,

seven were poorly differentiated (64 per-

cent). Thirty-seven specimens yielded re-

gional lymph nodes. Of these, 23 cases

showed metastatic deposits (range 1-14

lymph nodes).

Intestinal metaplasia was associated

with 86 percent of the intestinal-type

adenocarcinomas and 50 of the diffuse-

type adenocarcinomas. Of the 11 cases of

intestinal adenocarcinomas without in-

testinal metaplasia, nine were from
biopsy specimens with small amounts of

tissue available. Chronic gastritis was in-

variably present in most specimens and
was typically moderate in severity. The
adenocarcinomas were associated with

desmoplasia in 34 of the 42 (81 percent)

gastrectomy specimens. An inflammatory

response was present in 22 cases and
moderate in intensity.

Treatment and Survival

Laparotomy was performed on 61 pa-

tients. Eleven patients (18 percent) were

found to have non-resectable cancers.

The remaining 50 had resections for

either cure or palliation. These included

45 partial gastrectomies, three esophago-

gastrectomies, and two total gastrec-

tomies. Twenty patients had biopsy only

and, for varying reasons (carcinomatosis,

refusal, etc.) did not receive further

surgical management at Hilo Hospital.

Examination of the Tumor Registry

Data at Hilo Hospital (1968-77) revealed

133 cases of gastric malignancy. The two-

and five-year survival rates of these pa-

tients were 17.3 and 15.0 percent, respec-

tively. The nearly identical survival fig-

ures at two and five years prompted the

evaluation in the 44 patients (1978-81)

that had at least two years of follow-up.

Although the numbers were small and
not statistically significant, notable

trends were apparent. The overall two-

year survival rate was 25 percent. (See

Table 3.) The group had an average

survival of 16.4 months. There were no
appreciable survival differences between

the sexes. The average tumor size at

gastrectomy for the 25 patients who died

during the follow-up period was 4.4 cm.

This is in contrast to the three patients

who are still alive (mean 43.3 months) at

the time of the survey with an average

tumor size of 3.0 cm. These malignancies

were limited to the mucosa, muscularis

propria, and serosa. Two were well-dif-

ferentiated adenocarcinomas with one

diffuse-cell type.

When the tumor grade was compared

with survival, it was noted that although

there were a few exceptions, the his-

tologic groups showed stratification.

Well-differentiated tumors showed the

best average survival of 26.3 months.

Moderately well-differentiated, diffuse

and poorly differentiated carcinomas

showed survival of 17.6, 16.5, and 5.3

months, respectively.

There were four early gastric cancers

(ECG). Two of these were well-differen-

tiated, one moderately well-differentiated

and the fourth one a diffuse-cell type.

EGC were compared with carcinomas

that invaded into the muscularis propria^,

and serosa'^. Survival stratified at 35.8,

26.6, and 16.3 months, respectively.

The status of the regional lymph nodes

appeared as a valuable measure of prog-

TABLE 3

Clinico-Pathologic Parameters vs. Survival

in Gastric Carcinoma, in Hilo, Hawaii

#Patients

Survival

Mean (Months) ®7o 2-Year

Patients 44 16.4 25

Male 21 15.9 19

Female 23 16.9 30

Depth of Invasion

Mucosa-Submucosa 4 35.8 75

Muscularis 5 26.6 40

Serosa-Fat 19 16.3 26

Differentiation

Intestinal Type, Well 4 26.3 75

Intestinal Type, Moderate 21 17.6 24

Intestinal Type, Poor 7 5.3 0

Diffuse Type 12 16.5 25

Lymph Node Metastasis

Absent in 7 28.6 57

Present in 14 18.6 29
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nosis with increases in both monthly and

two-year survival for localized carci-

noma.

Discussion

When the diagnosis of gastric

carcinoma is established, the outlook is

poor. The overall, five-year survival

ranges from 7.4 to 19.4 percent. 3- 5, e jhe
evaluation of 79 cases of gastric

adenocarcinoma in Hilo, Hawaii, reveals

a two-year survival rate of 25 percent.

The poor prognosis in this and other

series is largely due to the fact that most

gastric adenocarcinomas are in an ad-

vanced stage when first diagnosed. Re-

gional spread or disseminated disease was

present in 78 percent of patients in our

series. Not unlike others, our study re-

vealed that survival is also dependent on

tumor size, depth of invasion, and dif-

ferentiation.^ The best survival data were

established in patients with smaller, su-

perficial, and well-differentiated adeno-

carcinomas.

Japanese and European groups have

had great success in diagnosing quite ear-

ly the adenocarcinomas with these fea-

tures'’ * and therefore a potential for

cure. They have labeled these as early

gastric cancers. By definition, the classi-

fication comprises adenocarcinomas lim-

ited to the mucosa and/or submucosa
regardless of lymph node status. Ten (10

percent) of our patients fell into this

category, four of whom have two or

more years of follow-up, establishing an

average survival of 36 months. Five of

the remaining six patients are still alive

with 12 to 21 months of follow-up. Inter-

estingly, these patients had no other dis-

tinguishing features that separated them
from those with larger neoplasms. These

patients had the same mean age and

symptoms of chronic peptic ulcer as did

the other group.

Gastric adenocarcinoma has been as-

sociated with several risk factors. These

include gastric polyps, pernicious

anemia, and the post-gastrectomy state.

None of these conditions was present in

our study population. Racial preponder-

ance of Japanese reflected the high resi-

dent population and known ascribed in-

creased risk.

In summary, gastric carcinoma is very

common in Hilo, Hawaii. It follows col-

orectal and breast carcinomas in in-

cidence. The population at risk includes

the elderly Japanese in their seventh and

eighth decades of life. The chief com-

plaints are abdominal pain, weight loss,

and melena. Within this group the only

subset with extended survival had early

gastric cancer. Unfortunately, this subset

reveals no distinguishing features. Recog-

nition of EGC may require increased vig-

ilance on the part of the population at

risk as well as refinements in our diag-

nostic techniques, such as those that

Japanese and European researchers have

established. These will all have to be

performed within the constraints of in-

creasing government regulation and
emphasis on cost-effective methodology.
Until then, gastric carcinoma may still

carry the same dismal prognosis.
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... to be considered seriously

Bilateral Oophorectomy vs. Ovarian
Preservation During
Hysterectomy; An Assessment

Alfred G. Scottolini, MD*

It is a fact that approximately 25 percent of all women who have had a hysterectomy
are additionally routinely ovariectomized. It is also a startling fact that currently

approximately 60 percent of all women who attain the age of 65 will have had a

hysterectomy. >

The current practice during a hys-

terectomy is to preserve ovarian function
in younger women, namely, those under
40 years of age, while routine oophorec-

• Chief Pathologist and Director of Laboratories,

Kaiser-Permanente Medical Center, Honolulu, Ha-
waii; and Clinical Professor of Pathology John A.

Burns School of Medicine, University of Hawaii.

tomy is performed in women 40 and
over. The highly touted reasons for

preserving ovarian function where possi-

ble in premenopausal women are to pre-

vent osteoporosis, premature athero-

sclerosis and coronary artery disease as

well as the uncomfortable, frequently

disabling, symptoms of vacomotor in-

stability. On the other hand, proponents

of prophylactic oophorectomy emphasize

the not-insignificant risk of malignancy

arising in residual ovaries, said to be as

low as 3.6 percent and as high as 8.2

percent. 2’ 3. 4 Furthermore, the risk of

developing benign tumors in residual ov-

aries varies from 3.4 percent to 13.7 per-

cent. 3’ 6 The latter tumors are chiefly en-

dometriomas, mucinous and serous
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REAL ESTATE
OPPORTUNITIES

SCULLY ROGERS LTD.
Presents

Hawaii’s Finest Real Estate

PACIFIC HEIGHTS PROMONTORY. $1,575,000
The Queen would have picked this site for viewing her

Island. Un-parallelled 55.1B8 sq ft Fee Simple Over 5.600

s.f. under roof. Marucured grounds, circular dnveway.
gourmet kitchen, maids room, shop. 20x40 bving room with

split coral fireplace, high ceilings and more. more, more
but most of all the best view we have ever represented

PALEHVA 8 ACRE EXECUTIVE RANCH
$780,000

Back on market with new lease on life which seller will

pay for the next 5 years Offered at only a fraction of

replacement costs New mam house of blue chip design,

guest house, caretakers home, sheds, coupes, gazebo,
green house, kennels, night lighting, sprinkler system and
more Only 30 minutes from town with privacy of Palehua

KAILUA FEE SIMPLE OCEANFRONT. $895,000
On the secluded part of Kailua Beach nud prestige homes
IS this 38,383 sq ft Fee Simple property 4 bedrooms plus

family room. Good architectural design with generous use
of soft woods Great family home with 2 miles of jogging

and swimming beach.

( 922-4622 •922-4622 • 395-6524
2222 Kalakaua Ave . Suite 713. Honolulu, Hawaii 9681S

PUPUKEA

59-460 HO.AI.IKF Rl). This executive HORSE RANCH is

located on 5.723 acres of fee simple, agriculturally zoned land.

The property features an expanded pavilion-model pole house

with spacious decks and breathtaking views of ihc ocean, moun-

tains and forests

The horse facilities include: Stale-of-lhe-arl barn with lack room

• feed room • stalls • storage • Slaie-of-lhe-art riding arena, full)

lighted.

There arc a total of 9 pastures with water troughs and heavy-duty

farm gates. S549.000,00 FEE

Call us for this and other NORTH SHORE PROPERTIES
VS’e have Beach Fronts starting at 5200,000

AAananne
Abrigo, Properhes

P.O. Box 867, Haleiwa, Hawaii 96712 637-3511

Honolulu Tower # 207

For the buyer who does not like heights this 1

bedroom i6 a must to 6ec with it* garden setting.

6ellers are very motivated and are willing to extend

an assumption of their A/6 with a small down Unit is

tenant occupied for an investor who wishes a turn

key situation Fee 6iaiple $120,000

David Inafuku (D)

siArk
(808) 944-8744

Attention . . . to details help our clients avoid
a// kinds of pitfalls in their buying & selling of real

estate.

Attention ... to our chems. keeping them
fully informed of the market place, escrow and the loan
companies.

Attention . . . Seilers, we have almost depleted
our inventors We need NEW LISTINGS AND FAST!
Please call us if you WANT TO SELL SOON We have
over 95% of listings SOLD. It is a solid record we are
Proud of- We are proud of our honesty & diligence. DO
call .

JOHN & CHU LAN SHUBERT: 538-3500.

SHUBERT PROPERTIES «c
1 188 Bishop Sireet Suite 280> . Honolulu HOWOII ooei3

Recent Sales: Soldi Soldi Soldi
1438 Auwalku St.

Lilluokalani Garder^s #1816
|

Discovery Bay #1602
Kir)gsGate #2306
Vllta^ Maluhia #900, #807
Windward Hartxxjr #212A
Hokuloa "B " #220E
Canterbury PI. #220
Ala Wai Palms #508
Seaside Towers #1207
1761 Halekoa Drive

A RARE OPPORTUNITY
To own a kamaaina estate 5 minutes to

town. 53,108 sq. ft. FEE SIMPLE land. A 5

tDedroom, 3V2 bath gracious 2 story home, 1

bedroom cottage plus maids' qtrs. Porte

cochere, pool, orchid house, brick patio

Charming gardens in a serene setting.

Listor is part owner $998, (XX)

Evanita Midkiff (R) 734-8132

dolmano associates

REALTORS

KAIMALINO WATERFRONT
MAGNIFICENT FEE SIMPLE

CANAL PROPERTY
an elegant new listing with beautiful view
and ocean access — fine custom home
with wonderful space, open beamed ceil-

ing. Three bedrooms, two baths, den, of-

flee, two enclosed lanais. MLS *24521.

$355,000.

Maree Walth (RA) 262-7991

AIKAHI
EXCEPTIONALLY UPGRADED,

EXPANDED HOME
in splendid condition, with tasteful re-

modeled kitchen, koa cabinetry. Four
bedrooms, three baths, family room with
raised, paneled ceiling — huge master
suite. Fee. $219,000.

Bev Charley (R) 262-6454

LTD.. REALTORS
25 KANEOHE BAY DRIVE
KAILUA, HAWAII 96734
Telephone 254-3521

PUT YOURSELF IN THIS PICTURE!
This 2 bedroom. 2 bath apart-

ment is available now until

November 30th. Completely

furnished and just
$1,950, 00/month.

OR
Enjoy Ocean/Kapiolani
Park/Diamond Head views

from a deluxe Penthouse with

2 bedrooms. 3 baths, formal

dining room and a 1,000 sq
ft. oceanfront lanai that you
will never want to leave!

OR
A 2 bedroom. 2 bath deluxe

apartment in prime location

and building with 1 apartment

per floor

Both are available now through September
$5,0CK).00/month References

Call Nancy J. Bathen (R) 395-4565

HILL & CO.
specialists in line residential properties

HONOLULU
373-9844

THINGS ARE

LOOKING UP

Earl Thacker Ltd.
SINCE 1930. a TRADITION in HAWAII'S REAL ESTATE INDUSTRY

KAILUA BEACHFRONT

OUR UNIQUE
INVESTMENT
OPPORTUNITIES
ARE WORTH A.LOOKI

A small condo hotel In Waikiki . . .

A successful Kahala dental practice . . .

Century Outer offices . .

.

Charming restaurant in Kapahulu . .

.

Oceanfront 2nd home . .

.

SPENCER/SEWELL REALTY, INC.
975 Kapiolani Bh’d (606) S37-5511

Enjoy ocean swimming, sailing, windsurfing

and snorkeling, plus an enormous pool with

lava rock wateriall and tropical islands. 4
bedrooms, hot tub oft master, family room.

Living-room with soaring celling and fire-

place, Adaptable for a large family. An excel-

lent executive residence or corporate retreat

Furnished $1,050,000 Fee Simple

Billie Allen (RA) 247-3568

2??? Kalakaua Avenue, Suite 1415, Phone 923-7666



REAL ESTATE
OPPORTUNITIES

QUEENSGATE
Luxury designed 3 bedroom home on 3rd fairway

of Hawaii Kai Golf Course. A golfer’s dream!

Private community with tennis & racquetball, or

swim in your own POOL. Minutes to stables and

lovely beaches. Ready for occupancy-a must see!

MLS 19815 $269,000 (L)

JAN HENTON (RA) 395-7684

CLORIR DRMRON RSSOCIRTES INC.
KAHALA OFFICE HAWAII KAI OFFICE

732-1414 395-7522

I*-

FEE SIMPLE GARDEN HONE
Charming, remodeled corner garden unit with patio running the

entire length, providing a feeling of a private backyard. 2 bedroom, 2

bath, beautiful mountain view. Security guard building with pool,

rec/party room and guest parking. (MLS 21131) $210,000.

Call Barbara Dew (R) 595-3730

OTHER ELEGANT CONDONINION HONES
Wilder Ave 2 bdim, 2 bath, beautifully renovated $220,000 (FS)

Esplanade Large 3 bdrm, 3 bath. Pool, boat facilities $225,000 (L)

Continental Plaza Luxury unit, 2 bdrm, 2 bath, ocean $275,000 (FS)

Ala Wai Plaza 3 bdrm, 2.5 bath, pool, security guard $159,500 (L)

Honolulu Tower 1 bdrm, ocean/mtn views, pool, security $121,000 (FS)

CoiileyDew
Where Real Estate is an Art.

333 Queen St. • Suite 710 • Honolulu, HI 96813
A Real Estate Corporation

(808 )
524-2844

NEW LISTING!
Fee Simple Kahala home

with Maid’s Quarters
Older, but absolutely charnung, Kahala home on over 12.000 sq.

ft. of fee simple land. The grounds are lush, cool and private, and

while the house is certainly not new, it is spacious and flowing and

includes a serene gardenside paUo which is truly an outdoor

room.

Seller is anxious to move, and asks us for OfTEDS. &o. please,

come and see this property soon, as there is very litUe left in

Kahala under $4CX3,000 in fee.

List price $375,000
Anita di Mauro (DA) 947-5744

Parl^
^nd AgsociatcdcDodbig)

Aina Haina Shopping Centre, Suite 126

820 W. Hind Drive, Honolulu, HI 96821 • (808) 373-9869

BEAUTIFUL BEACHFRONT

FEE SIMPLE

Great ocean views, ideal for investor, weekend retreat or full

time resident. Live in one and rent the others. Great rent

potential for tourist or long term. Situated across the highway

from the entrance to the POLYNESIAN CULTURAL CENTER.

Just minutes from the BYU campus, shopping centers, Morman

Temple at Laie, Kahuku golf course and tourist attractions; north

shore beaches and Turtle Bay Resort Hotel. Land area of 20,804

Sq. Ft. and over 100 feet of prime beachfront. Asking

$395,000. MLS 24016.

Call Tony or Irene Karkosza (R/RA) 395-9643

in/ KAHALA HALE, INC.

4747 Kilauea Avenue, Suite 212

.

pipii
" Honolulu, Hawaii 96816Lm U U

(808) 735-7888



cystadenomas. Those same proponents

of prophylaxis, principally gynecologic

oncologistsc hasten to point out that ovar-

ian cancer is the fifth most common
cause of death from cancer among wom-
en and the leading cause of death from
pelvic cancer.^ It is estimated that ap-

proximately 18,500 new cases of ovarian

cancer will occur in 1985 in the United

States, that approximately 11,600 deaths

will occur from it during the same peri-

od, and that the incidence appears to be

increasing.* The probability of develop-

ing ovarian malignancy is approximately

10 in 1,000; 1 percent of women over the

age of 40 years will acquire ovarian

cancer, and 4 percent of those over the

age of 70 years will die from it.

Based on the remarkable frequency of
hysterectomy for benign disease and the

increasing incidence of ovarian cancer, it

has been estimated that bilateral

oophorectomy at the time of hys-

terectomy for benign disease might re-

duce that incidence by 20 percent.^ If it

were possible to diagnose ovarian cancer

early, then this discussion would be of
theoretical value only. Unfortunately,

however, 70 to 80 percent of the tumors
are Stage III or IV at the time patients

present themselves and thus only
palliative therapy is possible.^ Since a

significant number of these women who
are referred to oncologists have previ-

ously had a hysterectomy for benign dis-

ease, the nagging, irrepressible suspicion

is that a prophylactic ovariectomy would
have saved their lives. With this question

in mind, our experience at Kaiser Foun-
dation Hospital from 1960 to 1984 in-

clusive was examined. Our findings,

though drawn from a relatively small

number of cases, support that im-

pression.

Materials and Methods

Cases of ovarian cancer were culled

from The Tumor Registry of Kaiser

Foundation Hospital in Honolulu, Ha-
waii. Over the period from 1960 to 1984

inclusive, 95 cases were found. Over the

same period, 949 cases were listed in the

State of Hawaii Tumor Registry. Our
caseload represented, therefore, approx-

imately 10 percent of the total number —
a not-insignificant sample of the whole
universe of cases. The ages of the Kaiser

sample ranged from 14 to 84 years of

age. All races are represented in propor-

tion to the multiracial population charac-

teristic of Hawaii, with most of the

tumors occurring in the two largest

cohorts; namely, Caucasian and
Japanese. The remainder were dis-

tributed among Hawaiian, Chinese,
Filipino, and Samoan women. Patients’

medical records were examined for a his-

tory of previous hysterectomy and the

age at the time of surgery.

Results

From the total of 95 women with ov-

arian cancer, 17 (18 percent) had had a

hysterectomy (vaginal or abdominal)

with or without a unilateral salpingo-

oophorectomy years before the first

symptoms of their disease. Four of the 17

(24 percent) were less than 40 years of

age at the time of surgery. The onset of

symptoms due to ovarian cancer oc-

curred between 40 and 70 years of age.

Treatment ranged from surgery alone to

varied combinations of all modalities —
surgery and/or radiation and/or
chemotherapy. Survival was less than one

year for 22 (23.1 percent), one to four

years for 43 (45.3 percent), and five or

more years for 30 (31.6 percent). Five-

year survival for all stages generally was

33 percent. The inescapable conclusion is

that 17 or 18 percent of these patients

need not have experienced the morbidity

and/or mortality of ovarian cancer had

a prophylactic bilateral oophorectomy
been performed at the time of their hys-

terectomy.

Discussion

Some authors insist that the risk of

cancer arising in retained ovaries is negli-

gible.’’ ’ In fact, Garcia and Cutler argue

that the incidence of cancer in women
whose ovaries remain is even less than in

those who have not had a hysterectomy!

Indeed, their data suggest that the rate of

cancer is even less in women with both

ovaries than in those with just one ovary!

So convinced are they of the profound
importance of the ovaries at every age

that they infer that oophorectomy be per-

formed only when the ovaries are dis-

eased — regardless of age. The one ex-

ception “might be the case of familial

ovarian carcinoma syndrome.’’

Garcia and Cutler and Ong’’ * while

acknowledging the data of several studies

3. 5. 10
,
n indicating that only approximate-

ly 50 percent of women with two residual

ovaries and 25 percent with one ovary

have normal ovulation, as well as other

studies3. 3 revealing that 40 to 50 percent

of the women with cancer in preserved

ovaries were younger than 40 and the

remainder were older than 40, conclude

that “routine bilateral oophorectomy
should not be done at the time of total

hysterectomy in a premenopausal women
unless a definite indication exists.”

Greenwals, a gynecologic oncologist,

espouses a more rational approach with

emphasis on prophylaxis^. He recom-

mends bilateral oophorectomy in all

women 35 or older undergoing pelvic

surgery for benign or malignant disease,

removal of grossly abnormal ovaries in

women less than 35 years of age un-

dergoing pelvic surgery for benign or ma-
lignant disease, and consideration of hys-

terectomy and bilateral salpingo-
oophorectomy for women with a family

history of at least close relatives with

ovarian cancer.

Appreciating that our knowledge of

ovarian endocrine function is undoubted-

ly limited and that much is still to be
learned regarding the number and variety

of ovarian hormones and other
metabolites and their interactions with

other endocrine secretions, one must rec-

ognize nonetheless that effective replace-

ment hormonal therapy — estrogenic and
progestogenic — is currently easily ad-

ministered to prevent the menopausal
syndrome, osteoporosis and athero-

sclerosis. Therefore, when faced with

the decision whether to preserve the

ovaries at the time of hysterectomy in

women under 40, the gynecologist must
weigh the significant risk of cancer de-

veloping in the preserved ovaries and the

50-50 chance that they may not function

normally, as against the inconvenience
and expense of exogenous hormonal ad-

ministration following extirpation.

In view of the difficulty of diagnosing

ovarian cancer early, and the consequent
poor prognosis, I believe that the general

gynecologist should recommend prophy-
lactic bilateral oophorectomy to his pa-

tient at the time of the contemplated
hysterectomy. If our sample of 95 cases

is epidemiologically representative of the

total number (949) of ovarian cancers in

the State of Hawaii (and this seems high-

ly probable), then we can extrapolate

beyond our sample based on our ex-

perience and that of others’’ 2 . 3. 4, 1 and
assume conservatively that at least 18

percent of the 949 women, that is, 171,

had a previous hysterectomy and could
have been spared their disease had a pro-

phylactic bilateral oophorectomy been
performed at the same time.
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... an important adjunct

Depression in Cancer Patients:

An Overview

Jing Hsu, MD*

Depression is the most common psychiatric symptom in cancer patients. While

transient symptoms occurring around crisis points in cancer illness are normal, more
severe or protracted depressive symptoms should be evaluated and treated. This article

reviews current knowledge of the prevalence of the common myths about, the diagnosis

and differential diagnosis of, and the psychological as well as pharmacological treat-

ment of depression in cancer patients.

During the past 30 years there have

been significant changes and improve-

ments in the treatment of cancer patients,

advances that have resulted in longer

survival and more cures. As a result,

patients, families, and physicians have

become increasingly concerned about the

quality of survival life and the emotional

complications of the disease and its treat-

ment. In some places, a new subspecialty

of oncology — Psycho-oncology — has

developed to deal with these issues.

Among the more serious emotional com-
plications of cancer, the most common is

depression. This article reviews the cur-

rent knowledge and the prevalence of

myths about, and the diagnosis and treat-

ment of, depression in cancer patients.

Are All Cancer

Patients Depressed?

Even though depression in some form

is an issue that must be faced by many
patients and physicians dealing with

cancer, depressive disorders in cancer pa-

tients are, for the most part, un-

derdiagnosed and undertreated. This is

due in part to the beliefs that: (1) All

cancer patients are depressed throughout

the entire course of their disease; (2)

patients with cancer should be depressed;

and (3) there is no effective treatment for

depression in patients with cancer. The
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increasing body of information being de-

veloped in this new field dispels each of

these myths.'

The question, “Wouldn’t you be de-

pressed if you had cancer?’’ frequently

functions as a disclaimer for the need for

a closer evaluation of the problem. Peo-

ple who believe that depression is a natu-

ral part of illness fail to differentiate

between depression as a normal mood
state, a symptom, a clinical syndrome,

and as a disease entity. Depression, like

fever, cough, and abdominal pain,

should be regarded as a non-specific

symptom that requires a diagnostic

evaluation. Until recently, there has been

little formal research in this area. How-
ever, ongoing collaboration between psy-

chiatry and oncology is beginning to gen-

erate systematic observations and infor-

mation.

The Psychosocial Collaborative On-
cology Group, a group experienced in the

psychosocial aspect of oncology, has car-

ried out a study of the prevalence of

psychiatric disorders in cancer patients

by interviewing a random population of

215 hospitalized and ambulatory patients

at three major centers (Johns Hopkins;

Strong Memorial Hospital, Rochester;

and the Sloan-Kettering Memorial Hospi-

tal), and has assessed their mental status

using DSM III, the new diagnostic sys-

tem for psychiatric disorders.

Of these patients, 101 (47 percent) met
the criteria of some kind of psychiatric

disorder (Table 1). Among the group
with psychiatric disorders, 68 percent was
diagnosed as having Adjustment Disor-

der, a reactive type of disorder that is

often responsive to psychological inter-

vention and a positive change in medical

status.

An additional 13 percent was
diagnosed as having Major Depressive

Disorders, which have been found to be

highly responsive to pharmacologic inter-

vention not only in but also potentially

treatable in a similar fashion in cancer

patients. These conditions, and a smaller

group (4 percent) of Anxiety Disorder,

brought to 85 percent the total propor-

tion of patients with psychiatric condi-

tions that may be considered to have a

high potential for amelioration of symp-

toms (Table 2).

This finding suggests that the pervasive

emotional distress and dysphoria often

associated with cancer may not be in-

herent parts of the neoplastic disease but

rather constitutes a separate and poten-

tially treatable condition. ^ It is interesting

to note that 53 percent of cancer patients

surveyed suffer from no psychiatric dis-

orders. Considering this study and oth-

ers, 3. 5 we can note that depressive and

anxiety disorders constitute not only the

most common psychiatric problems

found in cancer patients, but are also the

most common reason for psychiatric re-

ferral.®-

Medical Disorders

Mimic Depression

A variety of factors have been iden-

tified as being etiological to the depres-

sion secondary to cancer. However, when

confronted by patients suffering from

cancer with depression, the first task of

the clinician is to see whether the “de-

pression” is secondary to medical condi-

tions. Medical disorders that may mani-

fest depressive symptoms are listed in

Table 3.

Metabolic encephalopathies are the

most common neurological complica-

tions in hospitalized cancer patients and

are a frequent cause of depressive symp-

toms. Metabolic factors to consider in-

clude hypokalemia, hypoxia, hypo-

glycemia, and hypercalcemia. Endocrine

disturbances, like hypothyroidism, and
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Table 1

Prevalence of Psychiatric Diagnoses in 215 Cancer Patients

No.

With psychiatric diagnoses 101 47%
Psychiatric diagnosis absent 1 14 53%

215

From: Johns Hopkins; Strong Memorial Hospital, Rochester, New York;

Memorial Sloan-Kettering Cancer Center, New York.

Table 2

Distribution of Psychiatric Disorders Among Cancer Patients

Diagnosis

Organic mental disorder 8%
Major affective disorder 13%
Adjustment disorder 68%
Anxiety disorder 4%
Personality disorder 7%
TOTAL

Adapted from Derogatis et al, 1983.

100%

Table 3

Medical Disorders that Mimic Depression

• Metabolic encephalopathies:

Hypokalemia, hypoglycemia, hypercalcemia.

• Endocrine disturbances:

Hypothyroidism, disturbance in cortisol metabolism, ectopically produced
hormonal substances (parathormone, vasopressin, methionine, enkephalin,

B-endorphin).

• Brain tumors, metastases, hemorrhages, infections.

• Nutritional deficiencies.

• Drug-induced:

Chemotherapeutics, steroids, psychotropic medications.

disturbances in cortisol metabolism can

also present depressive symptoms. A
series of ectopically produced psychoactive

hormonal substances, including par-

athormone, vasopressin, methionine
enkephalin, and Beta-endorphin are in-

creasingly being recognized as responsi-

ble for changes in mental status in some
cancer patients.*

Patients with cerebral tumor, meta-

statis, hemorrhage, infections, may also

show symptoms of depression; depres-

sion may also result from tumor growth

outside the nervous system. The par-

aneoplastic syndromes of pancreatic

cancer, for example, are well-known.^’

Nutritional status can be severely com-
promised during the course of cancer

therapy and in extreme situations may be

associated with identifiable deficiency

disorders that are associated with depres-

sion; however, in many cases impaired

nutritional status is one of many non-
specific somatic factors leading to im-

paired function and feelings of depres-

sion.

Drug-induced mental state changes are

an important cause of pseudodepression

in these patients. Chemotherapeutic
agents often produce psychiatric disturb-

ances, including depression. According
to Peterson and Popkin (1980), the

agents most commonly associated with

depression are the vinca alkaloid, the

enzyme L-asparaginase and the alkylat-

ing agents, dacarbazine, and hex-

amethylamine."

Vincristine and Vinblastine, used in the

treatment of leukemia, can cause per-

ipheral neuropathy, lethargy, and depres-

sion. L-asparaginase, used in acute

lymphoblastic leukemia, causes signifi-

cant CNS toxicity at commonly used

doses. Subtle memory and personality

changes may precede lethargy and con-

fusion. Marked symptoms of depression,

delirium with hallucinations and im-

paired recent memory have been re-

ported. >2

Procarbazine, used for treatment of

Hodgkin’s disease and lymphoma,
produces few neurologic side effects at

usual doses. At higher levels, however.

up to 30 percent of patients develop CNS
toxicity with somnolence, lethargy, de-

pression, mania, confusion, and hallu-

cinations. Most of the effects of these

agents appear to be reversible and dose-

related. In contrast to the majority of

disturbances that occur shortly after the

administration of the causative agents,

the affective disturbance seen with L-

asparaginase may appear months after

the treatment was administered.

Glucocorticosteriods are widely used in

cancer. The steroids may produce a vari-

ety of psychiatric changes including de-

pression, euphoria, fear, paranoid idea-

tion, illusion, and hallucination. Symp-
toms often develop four to five days

after beginning high-dose steroids, or

when the dose is being rapidly tapered

down. However, psychiatric symptoms
can also develop while patients are on a

maintenance dose of steroids.

In such cases, if the patient can be

withdrawn from steroid therapy, the as-

sociated mental state changes often dis-

appear. However, for those who need to

continue receiving steroids, the addition

of psychotropic medications such as

amitriptyline for depression or

haloperidol for psychosis is usually effec-

tive. High doses of interferon may also

cause severe depression with suicidal

ideation.'

Excessive CNS depressants will pro-

duce states resembling depression.

Patients who are given benzodiazepines

for anxiety and insomnia, may ac-

cumulate depressant levels of these

drugs, especially if metabolism is im-

paired by hepatic dysfunction.

Finally, depression is virtually impossi-

ble to evaluate in a patient with severe

ongoing pain. When appropriate and

adequate analgesic medication is used to

treat pain in patients with advanced

cancer, symptoms of depression often re-

solve spontaneously.

Not all depression in cancer patients is

psychological in origin; any tendency to

regard it as such ignores the complexity

of interacting factors. It also risks over-

looking potentially reversible causes.

Therefore, careful assessment in order to

identify specific mechanisms is essential

in the care of cancer patients who mani-

fest psychiatric symptoms, including de-

pression.

Normal Versus

Pathological Depression

Non-organic depression in cancer pa-

tients can usually be classified into three

groups:
1

—

Uncomplicated Normal Reaction.

2

—

Maladaptive Reaction (Adjustment

Reaction).

3

—

Major Depressive Disorder.

When an individual receives a diag-

nosis of cancer, the (1) Normal Reactions

are shock and disbelief, followed by sad-

ness, crying, feelings of hopelessness and

helplessness. However, in spite of inter-

Hawaii Medical Journal—Vol. 45, No. 8—August 1986 273



Table 4

Rate of Psychotropic Drug Prescriptions used in Cancer Patients

Major Drug Categories % Prescribed

Most
Frequent

Drugs

Hypnotics 48 Flurazepam

Antipsychotics 26 Prochloriperazine

Anxiolytics 25 Diazepam
Antidepressants 1

Stimulants 0

100

Adapted from Derogatis et al, 1979

Table 5

Pharmacologic Profiles of Tricyclic and Tetracyclic Antidepressants

Orthostatic Anticholinergic Sedative

Hypotension Effect Effect

Tricyclic, Tertiary Amines
amitriptyline (Elavil) -1- -1- -h -1- -1- -(-

-t-
-1- + 4- -1- -h -1-

imipramine (Tofranil) -1- -1-
-t-

-1- -1- -1- -1- 4-4-4-

trimipramine (Surmontil) -1- -1- -1- -1- -1- -1- -1- 4- 4- 4- 4-

doxepin (Sinequan) -f -1- -1- -h -h 4- 4- 4- 4-

Tricyclic, Secondary Amines
desipramine (Norpramin) -1- -1- -)- 4-

protriptyline (Vivactil) -1- -1-
-t- -1- 4- 4-

nortriptyline (Aventyl) -1- -1- -1-
-t- 4- 4-

Second Generation Anti
depressant

amoxapine (Asendin) -1- -1-
-t- -t- 4- 4-

maprotiline (Ludiomil) -1- -1- -1- -1- 4- 4- 4- 4-

trazodone (Desyrel) -1- -1- -1- 4- 4- 4- 4- 4-

mittent periods of depression, the person

retains the ability occasionally to enjoy

himself and even to become cheerful at

times. The acute response is ordinarily

resolved in one to two weeks. Then the

individual accepts the fact and copes with

it realistically until the next crisis comes

along.

In (2) Adjustment Reaction, the pa-

tient doesn’t use adaptive coping

strategies and there is an undue increase

in severity or prolongation of symptoms

beyond that usually seen. There is severe

impairment in social or occupational

functioning; symptoms are in excess of a

normal and expected reaction to stress.

For example, the patient may continue

to feel hopeless and helpless and unable

to cope with life’s routine for several

months. The degree of stress engendered

varies according to the manifestations of

the disease — psychological meanings at-

tached to cancer, prior level of emotional

adjustment, threats posed to attainment

of individual goals, supportive systems,

required treatment and prognosis.

(3) Major Depressive Disorder in a

cancer patient is often a diagnostic

challenge. It is very difficult, sometimes

impossible, to single out a major
depressive disorder in a patient who has

advanced cancer, as the diagnosis of de-

pression in physically healthy patients de-

pends heavily on somatic symptoms of

insomnia, anorexia, fatigue, and weight

loss. However, these indicators are of

little diagnostic value in cancer patients,

since they are common to both condi-

tions. Thus, the diagnosis of depression

must rest mainly on psychological symp-

toms. The psychological symptoms of a

Major Depressive Disorder are; markedly

depressed mood; anhedonia (loss of in-

terest or enjoyment in the usual pleasura-

ble activities); feelings of worthlessness;

excessive and inappropriate guilt feelings;

a feeling of hopelessness; unresponsive-

ness (for example, when a patient is told

by physicians that remission or cure is

attainable, he still believes it is useless

and therefore refuses treatment); agita-

tion and restlessness; crying spells;

suicidal thoughts; delusions; social or

vocational impairment; difficulty with

concentration; social withdrawal; and de-

creased talkativeness. Insomnia in pa-

tients with Major Depressive Disorder is

often of the early awakening type rather

than the kind related to pain. The latter

usually responds to aspirin rather than to

the usual sleeping medications.

Cancer patients who are at a higher

risk for depression are those with poorer

physical states, inadequately controlled

pain, or advanced stages of illness, par-

ticularly those with pancreatic cancer.

Depression
Is Undertreated

Treatment of depression in a cancer

patient includes medication and psy-

chotherapy.

Before discussing specific treatment,

let us first review some data on current

psychotropic drug prescription practices

in cancer patients. A study by Derogatis

and associates*'* of 1,579 cancer patients

found that 51 percent of them were on
some kind of pscyhotropic medication.

Hypnotics represented the most utilized

class of drugs (approximately 50 percent

of prescriptions); anti-anxiety agents and
antipsychotics comprised about 25 per-

cent of presciptions each; antidepressants

were rarely used (1 percent) (Table 4).

As to the reasons for prescribing psy-

chotropic medications, the same study by
Derogatis et al. indicated that 44 percent

of all psychotropic prescriptions were for

sleep, 25 percent for nausea and vomit-

ing. “Psychological distress’’ ranked

third, accounting for only 17 percent of

the prescriptions. This observation is

consistent with the aforementioned fact

that antidepressants accounted for only 1

percent of prescriptions, although de-

pression is the most common problem

among cancer patients. ''*

In comparing individual drug prescrip-

tions, flurazepam is the most commonly
prescribed drug, with prochloriperazine

and diazepam following next in line.

These three compounds account for

about 70 percent of all psychtropic medi-

cation. This finding indicates that physi-

cians tend to use a single drug from each

major category predominantly. Proba-

bly due to a lack of familiarity with

varying mechanisms and side effects of
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the different psychotropics, physicians

are not comfortable in using them. Stud-

ies have shown that many non-psy-

chiatric physicians feel uninformed and

uncomfortable in prescribing certain

classes of psychotropics, particularly

tricyclic antidepressants.'*'

Treatment of

Depression

Treatment of depression in cancer pa-

tients depends largely on the diagnosis or

on the kind of depressive disorder that

affects the patient.

The cornerstone of optimal manage-
ment of Situational Depressive Reaction
in a patient with cancer is the emotional
support given by the physician and other

staff members who have a trusting rela-

tionship with the patient. Psychiatric

consultation should be considered only
when severe depressive symptoms last

longer than a week, when they worsen
rather than improve, or when they inter-

fere with the ability to function or to

cooperate with treatment.

The psychiatric intervention used in

such patients is short-term supportive

psychotherapy, dealing with the here and
now of adaptation to the diagnosis and
treatment. Four to 10 sessions are usually

sufficient to reduce symptoms to a toler-

able level. Inclusion of a family member
in therapy and having the individual at-

tend a group composed of patients who

share the same problem are also
beneficial approaches."

Prolonged and severe symptoms sug-

gest that a major depressive disorder

should be treated by a regimen combin-
ing supportive psychotherapy with anti-

depressants. There have been few con-

trolled trials of antidepressant therapy in

cancer patients. Purohit and his as-

sociates compared the effect of im-
ipramine plus radiotherapy versus ra-

diotherapy alone in 39 depressed cancer

patients. Eighty percent of the im-

ipramine-treated group showed improve-
ment, as compared with improvement in

42 percent of those not receiving the

drug. More trials of this sort are needed
to establish which antidepressant drugs

are most efficacious and for which pa-

tients, and how various adverse side ef-

fects may be avoided among the seriously

ill.'s

When considering pharmacotherapy
for the major depressive disorders, it is

helpful to note two phenomena:
First, studies have shown, for whatever

reason, that cancer patients, like geriatric

patients, appear to respond to anti-

depressants at a lower dose, usually one-

half or one-third of the usual therapeutic

dose, and more quickly. Treatment

should start with a low dose, especially in

a debilitated patient, such as amitrip-

tyline 10 mg bid, or doxepin 25 mg bid.

Dosage can then be adjusted upward as

tolerated to 75-150 mg/day. “Start low,

and go slow,” is the dictum.

Second, different antidepressants, be-

cause of their different mechanisms, have

different side effects. Familiarity with

these differences will help the physician

to choose an agent which will not exag-

gerate the existing medical problems. As
a matter of fact, side effects may even be

used to ease some of the troublesome

symptoms. For example, antidepressants

which are more sedative, such as amitrip-

tyline, doxepin, maprotiline, and
trazodone, can be given at bedtime to

reduce sleep disturbance. Doxepin and
nortriptyline, a metabolite of amitrip-

tyline, are available in liquid form for

patients who cannot swallow a tablet.

Parenteral amitriptyline is available for

those who cannot take oral medications.

Tricyclic antidepressants are associated

with anticholinergic side effects, particu-

larly dry mouth, constipation, and uri-

nary retention, which can be troublesome

in cancer patients who have stomatitis

secondary to gastrointestinal or gen-

itourinary cancer. Antidepressants with

weaker anticholinergic effects, such as

trazodone and desipramine are better for

these patients.

In older patients with cancer, when
cardiovascular problems are present, it is

often necessary to use an antidepressant

(Continued on page 290)

Continuing
Medical
Education

CALENDAR OF ACCREDITED
EVENTS-CATEGORY 1

Accredited Programs of CME allow one unit of AMA credit for

each hour of instruction excluding all “breaks.” Some programs
also are accredited for AAFP prescribed credit.

LOCAL ACCREDITED PROGRAMS
ONGOING

For a complete list of ongoing programs, please refer to the

March 1986 issue of the HAWAII MEDICAL JOURNAL. Fur-

ther information is available through the individual institutions

or through the HMA’s CME Department.

Oct. 10-12, Hawaii Medical Association 130th Annual Scien-

1986 tific Meeting — Stress and Heart Disease, Jennie

Asato, Hawaii Medical Association, 320 Ward
Ave., Suite 200, Honolulu 96814, (808)
536-7702. Location: Westin Ilikai Hotel, Hono-
lulu.

Oct. 18-25, Operative Arthroscopy, Janet Frank, assistant

1986 director. Continuing Education in Health Sci-

ences, UCLA Extension, 10995 Le Conte Ave.,

Room 614, Los Angeles, Calif. 90024, (213)

825-8423. Location: Maui.

Oct. 18-26, Annual International Body Imaging Conference,

1986 Dept, of Radiology, West Park Hospital, 22141

Roscoe Blvd., Canoga Park, Calif. 91304, (818)

340-0580 X280. Travel agent: Innovations in

Travel, 9545 Reseda Blvd., Northridge, Calif.

91324, (818) 701-1164. Location: Maui Marriott.

Oct. 20-24, New Approaches to the Evaluation of Neoplastic

1986 Lymphoproliferative Disorders, co-sponsored

with the University of Southern California, Dr.

John Parker, professor and co-chairman. De-

partment of Pathology, University of Southern

California School of Medicine, 2025 Zonal Ave.,

Los Angeles, Calif. 90033, (213) 224-7121. Loca-

tion: Maui.

SPECIAL EVENTS
All special events should be confirmed with the CME program

sponsors, as cancellations are not necessarily reported to the

HAWAII MEDICAL JOURNAL.

Nov. 2-8, Districts VII-IX Continuing Medical Education,

1986 American College of Obstetrics and Gynecology,

600 Maryland Ave., SW, Suite 300E, Washing-

ton, D.C. 20024, Attn: Barbara Kallas, (202)

638-5577. Location: Hyatt Regency Maui.
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Natural Killer Cell Function in

Cancer Patients Treated with
Natural Leukocyte Interferon-alpha

... a new approach

Clara Ching, PhD;* Clifford Wong, PhD;* Maria Venie Cruz,
MS;* Dean Sato, BS;* G. Kaui Wong;* Ronald Herberman,
MD;tt Nathaniel Ching, MD**t

Biological response modifiers (BRM) such as interferon (IFN) and interleukin-2
(IL-2) offer new immunotherapeutic approaches to cancer by increasing the body’s own
natural immune system to kill tumor cells. A Phase II clinical trial with natural human
leucocyte IFN (IFN alpha, Warner-Lambert), one million units three times a week for
eight weeks, has been designed to produce sustained augmentation of natural effector
functions and anti-cancer effects.

In Hawaii, this protocol is available for selected cancer patients with recurrent
nasopharyngeal, breast, renal, head-neck carcinomas, non-Hodgkin’s lymphoma,
chronic myelogeneous leukemia, hairy cell leukemia, multiple myeloma and melanoma.
Natural killer cell (NK) function was monitored using the herpesvirus infected
fibroblast, NK(HSV-I) and the human erythro-myeloid leukemia cell line K562, NK
(K562) in nine cancer patients (7 renal cell Ca, 2 breast Ca).

An initial response in NK(K562) activi-

ty was observed after one week of thera-

py. However, the NK(K562) activity re-

turned to baseline levels during the re-

mainder eight-week course. In two renal
cell cancer patients, NK (HSV-1) activity
showed a trend toward increased activity
during IFN treatment. Patients with
nasopharngeal carcinoma treated with
higher doses of IFN alpha (nine times
10E6 U/day for 30 days) showed de-
creased NK activity and lymphoprolifer-
ative response to PHA.
The present study shows that this

Phase II protocol did not result in the
severe depression in NK activity of the
renal cancer patients as reported in other

From the Departments of Medicine* and Surgery,**
University of Hawaii School of Medicine
t St. Francis Hospital, Honolulu, Hawaii
tt The Pittsburgh Cancer Institute, Pittsburgh, Pa.

Correspondence and reprint requests:

Clara Y. Ching, PhD
University of Hawaii School of Medicine
Department of Medicine
St. Francis Hospital, Sull 477
2230 Liliha St.

Honolulu, Hawaii 96817

This investigation was supported in part by grants
from the Hawaii State Department of Health,
Hawaii Cancer Commission, Hawaii Medical As-
sociation; USPHS grants AI17403 and CA38017;
Haumana Biomedical Program (MBRSP); Han
Y. Ching Memorial Fund.

studies.

An optimal immunomodulatory dose
or schedule for biological response modi-
fiers (BRM) such as interferon (IFN) and
interleukin-2 (IL-2) has yet to be defined.
BRM can offer new immunotherapeutic
approaches to cancer by increasing host
anti-tumor responses through augmenta-
tion and/or restoration of natural effec-

tor mechanisms, or by their direct anti-

proliferative effects on tumors.

Natural killer (NK) cells are now rec-

ognized as a major component of the
host immune defense system involved in

immunosurveillance against tumor de-

velopment and microbial infection. « « In

most clinical IFN trials, high-repeated
IFN doses have resulted in a depression
of NK activity.*'’ The major objective
of this study was to determine the im-
munomodulatory effects of a “low
dose” IFN protocol on natural effector
cells and whether the herpes virus-in-

fected fibroblast may be a more relevant
target to monitor NK activity.

Materials and Methods

I. Clinical Population: Warner-
Lambert natural leukocyte alpha-inter-

feron provided by the BRM Program,
NCI-FCRF, Frederick, MD, was admin-
istered IM three times a week, using a
dose of one million units, for a period of
eight weeks. Nine cancer patients with

advanced metastatic disease, two with

breast carcinoma and seven with renal

cell carcinoma, have thus far been
treated with this IFN protocol. All pa-
tients gave informed consent.

11. Immunologic Study: Multiple im-
munologic parameters, NK function,

mitogen-induced lymphoproliferation,
and lymphocyte subpopulations were
monitored according to the following

schedule: two baseline determinations
and again 24 hours later; and again prior

to IFN therapy on Monday, and 24 hours
following therapy, on alternate weeks.

Peripheral blood mononuclear cells

(PBM) from heparinized venous bloods

were separated by the Ficoll-Hypaque

(FH) density gradient sedimentation
method of Boyum.^ PBM were washed
and resuspended in RPMI 1640 medium
containing 10 percent heat-inactivated

fetal bovine serum (RPMI-FBS), 1(X)

units of penicillin per ml, 100 ug of

streptomycin per ml, 2mM glutamine,

and 20mM HEPES.
NK activity to human foreskin

fibroblast (FS4) targets, infected with

HSV-1, NK (HSV-1) and uninfected, NK
(FS), was determined in a 14-to-16 hour^'

Cr release assay as described by Ching et

al.3’ “t To test for in vitro IFN augmenta-
tion, Leu-IFN-alpha (1,000 Units/
lOE -f 6 PBM) was added to PBM
and incubated for one hour at 37°C
before assay. NK activity to K562, a
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Figure 1

NK Cytotoxicity (HSV-1, 50;1)

Start IFN Stop IFN

Duration (Wks.)

Bar HSV-1
Line HSV-1 IFN

Nasopharyngeal Ca. IFN (Cantell) RX

human erythro-myeloid leukemia cell

target, NK (K562), was determined in a

three-hour ’'Cr release assay similar to

the NK (HSV-1) assay. For the analysis

of NK data, the exponential fit equation,

where y = A[l-exp(-kx)], was used.'*'
'''

Procedures for rigorous standardization

of the NK assays for daily variations

were included. 'J'* Lymphoproliferative

response to phytohemagglutin (PHA)
was determined in Terasaki plates.'''

Lymphocyte subpopulations were
analyzed by flow cytometry (St. Francis

Hospital, Department of Pathology) us-

ing fluorescein-labeled monoclonal anti-

bodies (Ortho Diagnostics, Raritan, NJ):

OKT8 (suppressor/cytotoxic T cells);

OKT4 (helper/inducer T cells); OKT3
(pan T cells).

III. Data Management and Statistical

Analysis: Data was maintained in Lotus

123'^ (Lotus Development Corp., Cam-
bridge, Mass.) files and statistical

analysis performed on an IBM-XT mi-

crocomputer utilizing the PC-Stat pro-

gram (Human Systems Dynamics, North-

ridge, Calif.) In serial studies of patients

receiving IFN therapy, NK data (Lytic

Units at 20 percent cytotoxicity) were

transformed to and expressed as percent

of change from the mean of the two

pretreatment analyses of NK activity in

order to compare changes between dif-

ferent patients. The differences between

unrelated samples were compared utiliz-

ing the non-parametric Mann-Whitney

test; related samples were analyzed utiliz-

ing the pEiired t-test.

Results

I. Nasopharyngeal carcinoma (NPC)

patients treated with Hu Lei-Alpha IFN
(Cantell) nine times lOE + 6 U daily for

30 days.

NK activity in NPC patients treated

with nine times lOE-l-6 M U IFN daily

for 30 days decreased significantly during

continued IFN administration (Figure 1).

In one patient, therapy was interrupted

because of extreme weakness and
lethargy. However, after a rest period of

two weeks, NK activity returned to nor-

mal levels.

II. NK Activity During IRN therapy

with natural human leucocyte IFN —
alpha (Warner-Lambert), one million

units, three times a week for eight weeks.

NK activity was measured pre- and 24

hours post-IFN administration. All NK
(K562) activity measurements before IFN
injections averaged 130 percent ±66 of

baseline values [these measurements rep-

resent samples taken from zero to eight

weeks and may represent some deviation

from initial baseline averages]. Measure-

ments taken 24 hours after IFN injec-

tions averaged 154 percent ±88. NK
(K562) augmentation, however, was not

statistically significant utilizing the paired

t-test analysis.

Similarly, there was no boosting of NK
(HSV-1) levels, 108 percent ±90 (pre)

Figure 1: NK (HSV-1) activity, expressed as

percent NK activity, decreased in a
nasopharyngeal cancer patient receiving

nine million units of HeLeuIFN-alpha daily

for 30 days. IFN was discontinued because
of lethargy. During this rest period, NK ac-

tivity increased to baseline levels.

and 118 percent ±90 (post IFN adminis-

tration). However, when the patients

were individually analyzed, two out of

seven renal carcinoma patients had sig-

nificant increases in NK (K562) activity,

24 hours after their IFN administrations

Figure 2: NK (HSV-1) activity in a renal

cancer patient receiving one million units of

HuLeuIFN-alpha three times weekly ex-

pressed as the natural logarithm of the

standardized lytic units [LN(LU)]. Horizontal

lines mark ± 1 S.D. of the mean LN(LU) of

the normal population. A progressive in-

crease in NK activity was observed.

(P<0.05, by Mann-Whitney analysis of
the first week’s results. NK (HSV-1) ac-

tivity increased from 94 percent ± 58 to

117 percent ± 92, with no significant

difference.

III. NK activity following in vitro

111

L
N

2

0

%

K

Figure 2

NK Activity (HSV-1) (28*70 Kill)

Stop Start

Renal Ca, #405

IFN RX (1 Miliu, X3/Wk)
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A monthly 8-page newsletter service from the pub-
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in Hawaii.
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treatment with IFN:
The in vitro stimulation with IFN of

PBM from renal carcinoma patients re-

sulted in significant augmentation of NK
activity by paired t-test evaluation. NK
(K562) increased from 330 LU ± 343 to

503 LU ± 555; NK (HSV-1) increased

from 69 LU ± 52 to 123 LU ± 102,

both P <.001. This increased in vitro

augmentation could also be de-
monstrated in samples drawn 24 hours
after IFN administration. In contrast,

breast patients PBN showed no further

augmentation of NK (K562) activity (125

LU ± 134 vs 171 LU ± 112). Augmenta-
tion to NK (HSV-1) activity was observed

(24 ± 21 vs 39 ± 32).

IV. Trends in NK Activity in Selected

Cancer Patients:

Two breast carcinoma patients showed
significant depression of NK (HSV-1) ac-

tivity with therapy. Figure 2 shows the

NK (HSV-1) activity in a renal carcinoma

patient. This renal patient had high

pretreatment NK (K562) activity, but NK
(HSV-1) was quite low. NK (K562) re-

mained above normal levels while NK
(HSV-1) continued to show a trend

towards increased activity during IFN
therapy. The NK (HSV-1) activity in this

renal carcinoma patient was significantly

boosted initially followed by a decline.

However, with the start of his second

cycle, a gradual increase in NK function

during IFN therapy was seen. This pa-

tient has continued with IFN medication

and is currently on his fifth course of

treatment.

V. Lymphocyte Proliferative Assay
and Lymphocyte Subpopulation:

Lymphoproliferative response to PHA
in the renal cancer patient depicted in

Figure 2 was within the lower range of

normal values and was generally main-

tained at the baseline level throughout

therapy. The second patient (MA) also

had low normal values which showed a

slight increase with therapy and was

maintained within the normal range.

Lymphoproliferative response at the

pretreatment baseline level was low in

renal patients AT, MK (1631, 6415cpm);

RP had 14,025 cpm in the low normal

range (normal range 19,399 ± 5,944).

The OKT4/OKT8 ratio in nine cancer

patients was analyzed. Three renal and

one breast patient had ratios less than 0.7

(normal ranges were 0.7 to 2.8). These

three patients did not complete their

course of IFN therapy because of weak-

ness or progression of disease.

Discussion

In the present investigation, NK func-

tion was examined to determine the im-

munomodulatory effects of this natural

human leucocyte IFN protocol on the

natural immune system. The hypo-

responsiveness of NK function after

multiple high doses of IFN has been de-

monstrated in murine models (19) and in

(Continued on page 291)
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What Have We Learned
From the Breast Cancer Detection

Demonstration Project?

... a mammo of the mammae

Fred Gilbert Jr., MD,* Nuclear Medicine, Straub

Clinic & Hospital; Gloria Low, MPH**

Between 1974 and 1979, 10,000 women without symptoms or suspicion of breast

cancer entered a screening project to detect the presence of breast cancer in

asymptomatic women. Of the 10,000 women, 181 breast cancers were discovered in 171

women during the five-year screening period. An additional 82 women developed 89
breast cancers during the five-year follow-up period.

Although preliminary analysis of this data has been published both nationally' and
locally,^- 3 this article summarizes what we have learned from this project over the past

decade and some of the unresolved issues. A similar report has been distributed via a

final newsletter to the 10,000 women who participated.

The Breast Cancer Detection Demon-
stration Projects (BCDDP) raised the

level of capability of early detection of

breast cancer in Hawaii and the nation.

It was started here in Hawaii early in

1974.

Accomplishments

For years we knew that some women
were lucky enough to have had a minute

breast cancer discovered and treated be-

cause it happened to be next to or in a

biopsied lump. In the early 1970s, the

Breast Cancer Detection Demonstration

Projects brought to communities across

the country the means to detect system-

atically these tiny, often microscopic,

cancers through the use of the relatively

new technique of breast X-ray imaging

called mammography. Initially, personal

physicians, surgeons, radiologists, and

pathologists had difficulty in making de-

cisions about suspected cancers that

could neither be seen nor felt. However,

increased use of mammographic units

and technical improvements were par-

alleled by increased professional skills in

both the diagnosis and management of

Accepted for publication, May, 1985,

•Department of Nuclear Medicine, Straub Clinic and
Hospital, 888 South King Street, Honolulu, Hawaii
96813.

••Pacific Health Research Institute.

breast cancer. Diagnosing smaller local-

ized cancers resulted in more con-

servative forms of treatment that offered

an alternative to the radical mastectomy.

This new knowledge was made available

to women, enabling them to participate

more actively in decisions regarding

treatment.

In 1975, the Kodak Company de-

veloped the rare-earth screen that con-

verts X-ray energy into light energy. The
author (Gilbert) applied this to mammo-
graphy in Hawaii’s BCDDP the same
year. This new technique resulted in an

enormous reduction in radiation ex-

posure without losing definition. These

screens not only reduced mammographic
radiation to 10 percent of what had been

a previous low level, but also led to

similar reductions in radiation levels in

other procedures, such as X-rays of the

chest.

While physicians improved their skills,

nurses and X-ray technologists were

trained and learned how to palpate the

breast for possible tumors. This new skill

was honed to a very high degree because

these people received precise instruction

on breast examination and then per-

formed 20 or more examinations daily,

month after month.

Utilizing these improved capabilities

during the five years of screening, the

BCDDP detected 181 breast cancers in

women who were unaware that they had

it. Although almost 45% of these cancers

could be felt with the fingertips, an addi-

tional 42% were so small that they could

be detected only by mammography. In

any screening program, the first screen-

ing yields the largest number of cancers:

55 women of the 10,000 in the Hawaii

project were found to have breast cancer

during the first screening round (which

took two years) and 41 during the second

round. An average of 30 women were

diagnosed annually thereafter, bringing

the total to 181.

There is no question that mammo-
graphy is a screening technique that can

save lives. In these women, diagnosed

with very early breast cancer, the five-

year survival rate is 96%. This is very

much better than the five-year survival

rate of 71% in women with larger

cancers and cancers that have spread to

the lymph nodes.

False Negatives and False Positives

Screening techniques are still not per-

fect. Even with the best available skills

and technology, and screening as fre-

quently as every year, 13% of these 181

cancers were undetectable at screening

but became evident within a year. At the

same time, a high percentage of breast

biopsies or aspirations, done as a conse-

quence of the screening, turned out to be
negative for cancer. Therefore, some
women who ultimately are proven to be
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free of breast cancer may, because of

suspicious findings on palpation or mam-
mography, undergo emotional stress and

the expense of biopsy, only to discover

that the abnormal finding is not a cancer.

On the other hand, a normal mammo-
gram or a negative aspiration or biopsy

may greatly allay fears about the pres-

ence of breast cancer.

Screening Intervals

The question of what is the ap-

propriate interval between mammo-
graphic examinations is still needs further

evaluation. Recent studies in the

Netherlands have shown an improved

five-year survival rate, when screening

mammograms were done 18 to 24

months apart. Of course, more cases

could be diagnosed at an earlier stage if

screening were done as often as every 12

months, but, so far, a 12-month interval

between examinations has not been ac-

cepted by the majority of physicians or

by women. Ten out of 11 women feel

that X-ray examinations are probably too

hazardous and too expensive to be worth

the potential benefit. How often to have

screening mammograms will depend on

individual circumstances and the willing-

ness of both individual and society to pay

for such examinations.

The true cost of a set of screening

mammograms, under optimal conditions,

is close to $50. However, the chances of

finding a cancer in women at random
risk are only about two out of 1,000. It

ends up costing society approximately

$25,000 per discovered breast cancer in

women who have no signs or symptoms!

This figure includes, in addition to

screening mammograms, costs such as

biopsies for false positives, extra office

visits, and so forth, which amount to an

average of about 10 times the initial mass

screening cost. Obviously, we still need

better ways to identify women at in-

creased risk, and we need better and less

expensive ways of detecting breast

cancer, especially early and potentially

curable breast cancer. Most of all, we

need to know how to prevent breast

cancer, which is only a faint hope at

present.

What Can a Woman Do?

Until we can answer precisely the ques-

tion of prevention, women can, for now,

reduce the risk of breast cancer by fol-

lowing a general guideline for good

health. Substances that are known to

have detrimental effects on general

health should be avoided. For example, it

is known that fat women and women
who eat a high-fat diet are more apt to

develop breast cancer. This suggests that

a balanced diet without excessive

calories, particularly as fats and oils,

may not only benefit total well-being but

also result in lowering the risk for breast

cancer. Regular exercise and recreation

(Continued on page 292)
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. . . beware of Kauai

Incidence of Non-melanoma Skin Cancer

in Kauai During 1983

Jenny L. Stone, MD;* George Reizner, MD;** Joseph Scotto,

MS;tt David J. Elpern, MD;* Evan R, Farmer, MD;t Rhonda
Pabo, RN*

Data were collected on all patients presenting with basal cell carcinoma, squamous

cell carcinoma, or Bowen’s disease on Kauai during the year 1983. All diagnoses were

proven by biopsy.

Kauai’s non-melanoma skin cancer (NMSC) incidence is at least twice that reported

in any area in the Mainland U.S.A. This fact is certainly due in part to the high solar

exposure rates in Hawaii, both on the basis of geographic latitude and a predominantly

outdoor lifestyle. Roughly 90 percent of the patients studied were Caucasian and 10

percent were Japanese.

During 1983, one percent of Kauai’s total Caucasian population presented with

NMSC. Ony 25 percent of the patients were picked up by non-dermatologists,

indicating a needfor primary-care providers to be more aware of skin cancer screening.

NMSC carries with it significant morbidity and mortality if not caught in early

stages. With such a staggering incidence rate in Hawaii, NMSC must be thought of—
and screened for — more carefully by Hawaii’s physicians.

Introduction

Accurate estimates of the incidence of

cutaneous malignancies are usually dif-

ficult to obtain because, with the excep-

tion of melanoma, these lesions are not

reportable to tumor registries. Yet skin

cancers are common and cause significant

morbidity and occasional mortality.'’ ^

To date, few rigorous studies of non-

melanoma skin cancer (NMSC) incidence

have been performed in the United

States. Those studies, done in the 1970s,

documented the incidence of NMSC in

Caucasians in several geographic areas,

all within temperate latitudes.^-

Kauai, the most westerly of the major

Hawaiian islands, is situated at about 22

degrees north latitude. Its population of

39,082, of which 29 percent are

Caucasian, 5 embrace a typically Hawai-
ian outdoor lifestyle. Kauai’s location

and prevailing lifestyles closely parallel

those in Queensland, Australia, where
the incidence of skin cancer is purported

to be the world’s highest.® The island of

Kauai is served by a small, relatively

close-knit group of medical practitioners

and by one central pathological laborato-

ry. Therefore, the logistics for forming a

central registry for skin cancers were sim-

plified.

’Division of Dermatology, John A. Burns School
of Medicine, and The Kauai Medical Group.
’•Department of Dermatology, The Mayo Clinic.

tDepartment of Dermatology, The Johns Hopkins
Hospital

ttNational Institutes of Health, National Cancer
Institute

Correspondence: David J. Elpern, MD, Kauai Medi-
cal Group, 3420-B Kuhio Hwy., Lihue, Hawaii
96766.

Materials and Methods

An island-wide survey of skin cancers

was conducted on Kauai during Jan. 1

through Dec. 31, 1983. Basal cell

carcinoma (BCC), squamous cell

carcinoma (SCC), Bowen’s disease (BD),
melanoma, and keratoacanthoma (KA)
were included in the study. This report

will concentrate on NMSC under whose
aegis we included BCC, SCC, and BD.
We recognize that some authorities do
not include BD with NMSC. However,
we feel that in-situ tumors, which are

etiologically similar to other cutaneous
malignancies and may progress to in-

vasive carcinoma, should be included.

Patients’ tumors were included only if

they fulfilled all of the following criteria:

1

—

The clinical diagnosis and skin

biopsy were both done in 1983.

2

—

The lesion was biopsied and pro-

cessed for histology.

3

—

The histology was reviewed and the

diagnosis was corroberated by an inde-

pendent dermatopathologist (ERF).
4

—

The histopathological diagnosis

was one of the tumor types cited above.

Those tumors with a pathologic diagnosis

of basosquamous cell carcinoma were in-

cluded with BCC.
5

—

The tumor was clearly not a

metastatic lesion.

6

—

The tumor was not a recurrence

from a previously treated skin cancer.

7

—

The patient’s permanent address,

based on zip code of residence, was on
Kauai.

Multiple tumors on patients were ac-

cepted only if it was certain that they

were independent and distinct from each

other anatomically and/or histological-

ly-

Each patient submitted to a standard

questionnaire. Rarely, the information

was obtained from first-degree relatives

or from the patient’s chart (i.e. in case of

death, senility or language barrier). A
database was then constructed from the

questionnaires.

Physicians participating in the study

were coded by specialty.

Results

During 1983, 131 Kauai residents

fulfilled our rigid criteria for lesions

which were included in the registry.

Eighty-nine had BCC, 24 had SCC, 12

had BD, 18 had KA and five had melan-

omas (some patients had more than one

tumor type). As melanoma and
keratoacanthoma were excluded from

this study, 118 patients remained that

had NMSC (Table 1).

Tumor incidence (crude rate and age-

specific rate) for Caucasians and
Japanese on Kauai are given in Table 2.

Crude rates were calculated using 1980

Census statistics for the population of

each ethnic group on Kauai. ^ The age-

specific rate for Caucasians excludes the

39 percent of Kauai’s Caucasian popu-

lation that are under age 25,® the age

group that does not get NMSC. The
small number of Japanese make the sig-

nificance of the figures for Japanese pa-

tients questionable. However, the fact

that they are roughly an order of magni-

tude smaller than those for Caucasians,

is significant.

Table 3 shows Kauai’s incidence of

BCC and SCC in Caucasians compared

281Hawaii Medical Journal—Vol. 45, No. 8—August 1986



with reported incidences in Caucasians in

other parts of the U.S.^ All incidence

figures were calculated using 1970 Census

figures as standards. Therefore the crude

rate for Kauai differs slightly from that

in Table 2. The figures for all the other

areas cited are annual incidences/

100,000 based on data collected 1977-78.

The standard error in the present study is

much higher than that for the other areas

of the U.S., due to the small numbers
involved in the Kauai study. However,

the figures are useful for general com-
parison.

Figures 1-3 show the age-specific in-

cidences of Caucasian patients with

BCC, see and BD, respectively. 1980

Census figures were used in these calcu-

lations. ^ Naturally, each patient is

counted only once in each category. The
small numbers of non-Caucasian patients

did not warrant similar calculations for

other ethnic groups.

In examining the number of tumors

each individual had, it was found that 76

percent of the patients had one tumor, 13

percent had two tumors, 8 percent had
three to five tumors, and 3 percent had

six or more tumors.

Figure 4 depicts the specialties of phy-

sicians who made the diagnoses of

NMSC.

Discussion

There are reported to be between

400,000 and 500,000 new cases of BCC
and see each year in the United States.

^

The number is meaningless when applied

to specific geographical areas, because

the incidence of these largely en-

vironmentally induced carcinomas varies

tremendously with latitude, elevation,

ethnicity, hours of sunlight per year, and
the occupations and lifestyles of the at-

risk population. Our age-adjusted in-

cidence for BCC and SCC is over twice

that of New Orleans, IVi times that of

New Mexico and almost five times that

of Seattle.

3

Clearly the incidence of NMSC on
Kauai is significantly higher than re-

ported incidences anywhere on the Main-

land U.S.’'* Although NMSC is treated

casually and felt to be of no real conse-

quence by some patients and physicians,

in the past few years on Kauai we have

seen greater mortality and morbidity

from these tumors than from melanoma.
This is a small sample, but other reports

have shown the yearly number of deaths

from NMSC to be roughly equal that for

melanoma.’ Based on our experience and
that of others, 5 there appears to be suffi-

cient reason to call attention to the dra-

matically high incidence of NMSC and to

stimulate search for early, easily treatable

lesions.

Almost 90 percent of NMSC patients

were Caucasian. However, 10 percent of

those in the study were Japanese. Al-

though there were not enough Japanese

patients in this study to generate signifi-

TABLE 1

Ethnic Distribution of Patients with NMSC

Ethnic Group BCC SCC BD NMSC

Caucasian 80 19 11 103

Japanese 7 4 1 12

Filipino 1 1 0 2

Part-Hawaiian 1 0 0 1

Total Number of

Patients: 89 24 12 118

Note: Some patients had more than one tumor type and are therefore counted once in each pertinent

category. However, for NMSC, which is BCC, SCC or BD, each pt. is counted only once.

TABLE 2

Incidence of NMSC on Kauai
(Using 1980 Census Data)

Ethnic Group B C C &
SCC/100,000/yr. B C C , S C C &

BD/100,000/yr

Caucasian

Crude Rate 812 891
Age-Specific Rate for

pts. > 25 y/o 1319 1460

Japanese

Crude Rate: 115 125

Note: If a patient had more than one tumor type, she/he would only be counted once for these

figures.

TABLE 3

BCC or SCC Incidence/100,000 for Caucasian in other Areas

of U.S. Compared with Kauai

(1970 U.S. Standard)

Area: Seattle

San
Francisco

N. Mexico
(State)

New
Orleans Kauai

Degrees Latitude 47.5N 37.8N 35. IN
(Albuq.)

30.0N 22.0N
(Lihue)

Crude Rate 200.6 248.7 295.6 399.4 757.6

Rate Age-

Adjusted 188.7 218.6 336.7 384.2 905.5

Standard Error 8.0 5.4 11.7 14.3 100.1

Note: 1977-78 figures used for Seattle, S.F., N.M. and New Orleans.
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IMPROVE YOUR MEDICAL BILLING^

WITH

MIBS
MEDICAL INFORMATION and BILLING SYSTEM
MIBS is an advanced outpatient medical billing system. MIBS is a total in-house system
utilizing an IBM PC/AT or PC/XT. MIBS is designed for Hawaii’s Physicians including

extensive capability for HMSA insurance claim processing. This system offers the

following advantages;

Improve Cash Flow
System improves cash flow through daily billing

which reduces time between service and statement,

statement dunning messages based on account age,

and collection aids.

Track HMSA Claims
Track and automatically resubmit oustanding DSS
and HMSA participating claims, audit payments and

' adjustments to insure accurate reimbursement,
submit HMSA and DSS claims electronically, and
analyze payment patterns.

Automate Medical Office

MIBS interfaces with popular word processing,

spread sheet, and data base packages allowing the

physician to automate office functions.

Provide Flexibility

MIBS was designed to provide the user with

extensive options so that the system can be

"customized" without additional programming.

Improve Productivity

Productivity is improved through daily billing

which evenly spreads the monthly workload, on-line

inquiry, efficient claim processing, and easy

error correction.

Provide Management Information

The user is provided with management reports such

as account aging analysis, production, patient

load, procedure utilization, credit balance

accounts, and diagnosis utilization.

Advanced medical billing + IBM PC Equipment (PC/XT^^or PC/AT
+ extensive PPMS training + professional service + continuous support

For a DEMONSTRATION on how MIBS can improve your MEDICAL BILLING
Call Bill Liggett at 521-2397.

PPMS Pacific Professional Management Systems, Inc.

1 188 Bishop St. Suite 3010 Honolulu, Hawaii 96813 Ph. 521-2397



Consider the
causative organisms. .

.

cefaclor
250-mg Pulvules®t.i.d.

otters effectiveness against
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cant figures for comparison with

Caucasians, it does appear that NMSC in

Japanese is not rare. A detailed study on

NMSC in Japanese patients in Kauai

from 1983 through 1984 has been sub-

mitted for publication.'' That study

found that the crude rate of NMSC in

Japanese living on Kauai was 107/

100,000, which is 76 times higher than

corresponding rates for Japanese living

in Japan.

NMSC, in particular BCC, begins to

emerge in the Caucasian population of

Kauai between the ages of 25 to 30.

Other studies^' “ show similar figures.

However, these studies also show only a

few BCCs in the 35-to-44 age group and
a sharply increasing incidence with each

ensuing decade. Usually a difference of

an order of magnitude exists between the

incidence of the 35-to-44 age group and
that of the 75-to-84 age group.

The present study shows a high in-

cidence of BCC in the 35-to-44 age

group. The incidence rate stayed fairly

steady through the age of 64, then it just

about doubled in the 65-to-74 age group
and increased again by about 60 percent

for ages 75 and older. This may indicate

that the latent period for BCC at 22

degrees north is roughly 30 to 40 years,

and once this period of time is exceeded

there is not great increase in frequency of

these tumors.

One would wonder if the influx of

retired Caucasians from the Mainland
(where incubation times for BCC are un-

doubtably longer) accounts for some of

the increase in incidence in ages older

than 65. Interestingly, the aforemen-

tioned study of Japanese residents of

Kauai found that BCC (and other

NMSC) begins to appear at around age

60 for those patients.’ Numbers from the

present study, though not enough to be

significant, supported that observation.

This suggests that the latent period for

BCC in Japanese is considerably longer,

possibly twice as long, than that in

Caucasians.

The bulk of the tumors seen in patients

age 30 to 50 were BCCs. SCC does not

appear with regularity until the sixth dec-

ade in Caucasians. This may reflect a

lowered rate of malignant transformation

of actinic keratoses (AK) to SCC than is

generally quoted. The literature states

that the average time from the develop-

ment of an AK to SCC is 10 years.®

However, AKs start to appear in the

middle 20s, and SCCs are not common
before age 50. This would imply a longer

quiescent period and perhaps less of a

need for aggressive therapy in younger

patients.

Twenty-five percent of the patients

seen in the one year of this study had

multiple tumors or multiple tumor types.

It is clear that close follow-up of NMSC
patients is mandatory because they are at

risk for the development of new
cutaneous malignancies. A careful gener-

al skin exam should be done at regular

intervals on all patients with a history of

NMSC in addition to checking the

surgical site for signs of local recurrence.

Three-quarters of the patients in the

registry were diagnosed by derma-
tologists. Patients referred to dermatol-

ogists for specific lesions which turned

out to be NMSC were credited to the

referring physician for statistical

purposes. General surgeons, the surgical

subspecialists, internists, and family

practitioners each saw roughly 5 percent

of the tumors.

This may indicate a lack of awareness

or a low index of suspicion on the part of
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FIGURE 4

Specialties of Physicians Diagnosing NMSC
on Kauai

Family Practice 6%

General Surgery 7.5%

Surgery Subspecialty 5%

Internal Medicine 7.5%

Other 1%
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INCLUDING A NATIONAL
CAR RENTAL AUTOMOBILE
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Isn’t it time for a Kona Holiday? . . . orchids in your nxm ... and
It's yours now at the beautiful Kona complimentary afternoon cham-
Surf Resort. Be treated to Orchid pajsne. There’s golf, tennis, exciting

Serx'ice , , , a flower lei greeting water activities, and great dining.

For reservations, see your travel agent or call:

G Kona Surf Resort
& Convention Center

Toll Free from Oahu, or Collect from Kauai, Molokai, Lanai, or Maui

524-7200
Some Restriction.s Apply

HEARING LOSS?
With five offices statewide, you can count on our staff to provide

competent professional service to your hearing impaired patients.

We are the one you have trusted for the past 20 years. Our 30 day

home trial is your assurance of patient satisfaction,

Honolulu Maui Kona Hilo Kauai
436 Piikoi 1325 Lower Main St. 75-6082 Alii Dr. 41 Laimana St. Rice Shopping Center
537-2137 Wailuku 244-3966 329-1351 961-9644 Lihue 245-2951

‘We Care About You”

Mcip OutYour Success
MAP— Marketing Assistance for Professionals— provides your

firm with a personalized marketing plan. Designed to help you

reach and expand your market, MAP is an exclusive service of

Robert Talent & Associates. Let’s map out your marketing

strategy and build your practice together. Call us for a free

consultation.

Robert Talent Associates
A Professional Practice Resource

Penthouse 3 677 Ala Moana Honolulu, HI 96813 (808) 533-7117

the general medical community for the

early signs of NMSC. We feel that the

subtle nascent stages of NMSC are recog-

nizable if the examiner does a thorough

cutaneous exam and biopsies suspicious

lesions or sends these patients to a

dermatologist or surgeon for biopsy. The
already-high incidence of NMSC on
Kauai would undoubtedly be higher if

primary-care physicians were more on
the lookout for NMSC.

In conclusion, greater than 1 percent

of the “at-risk” Caucasian population of

the island of Kauai was diagnosed as

having NMSC in 1983. Kauai’s incidence

figures are higher than those reported in

any previous study. The high incidence is

certainly due in part to the high rate of

solar exposure in residents of the Hawai-

ian islands, both the result of the latitude

of Hawaii and the predominantly out-

door lifestyle of many of the inhabitants.

However, a second factor in the high

incidence is the fact that Kauai is a

unique, isolated, demographic laborato-

ry, and a study of non-reportable tumors

can be done with relative ease. Even so,

for the year in question, the actual in-

cidence is undoubtedly higher than the

observed number, because patients who
refused biopsy or who were not biopsied

(e.g. terminal patients found to have in-

cidental BCC were not subjected to

biopsy) were not counted. Also, an un-

specified number of patients chose to

obtain their medical care in Honolulu.

Thus, the problem of NMSC is a ma-
jor one. A significant proportion of the

population is at risk. Since these tumors

are easily treated in their early stages by

very simple methods, it behooves physi-

cians to learn to recognize these tumors

in their earliest stages.
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CLASSIFIED NOTICES
To place a Classified Notice, call AAargie af 521-0021.

$3.75 per line + 4% state tax. 4 line min., approx. 5

words per line. Payment must accompany order.

OFFICES

Kuakini Medical Plaza
Office space to sublease. Terms nego-

tiable. Call 524-5225 or 833-2416 eves.

Medical Office Space
Improved 625 sf. 1520 Liliha St. 5 yr. lease

remaining or renegotiate longer term. 523-3994

REAL ESTATE

BIG ISLAND OF HAWAII
Retiring MD moving to mainland is

ready to sell, trade or exchange attrac-

tive 3 bdrm., 2 bath residence \Afith

swimming pool. The property is situated

on a V2 acre lot in an exclusive subdivi-

sion with protective convenents assuring

future development will be to similar

high standard. Golf, tennis & dining are

all available at the adjoining Punalu'u
Resort. Owner will finance sale to quali-

fied buyer or will consider trade, or ex-

change for income property. Price re-

duced to $235,000 for early sale. For
further information contact Eric Sillito

(PB) P.R.M. Realty Inc. P.O. Box 70,

Pahala, HI 96777. Tel: 928-8008 or 928-8928.

NOTICES AND ANNOUNCEMENTS

HAWAII MEDICAL ASSOCIATION
MEMBERSHIP BENEFITS

To assist members in this very important

and complex area, the HAAA has arranged
with EF Hutton and Trust Consultants to

provide retirement plan services, at spe-

cial rates, which include custom plan de-

sign, prototype plan services, investment

options, administrative and actuarial

services. For further information, contact

Cutris Otsuka, CLU, CFP, or Morrie
Cohen at EF Hutton on Maui through
their toll-free number. Dial operator (0)

and ask for Enterprise 5201. (Note: Al-

though this program is made available to

members, HMA does not endorse specific

plans and suggests that you consult your
attorney and accountant when developing
your retirement plan.)

Do you own, manage or control com-
mercial property in an area where
parking is in demand?

If so, let us show you how to create
income with paid parking.

We offer free consulting and design
services. Call us at 521-4905 for further

information.

DIAMOND PARKING, INC. Professional

parking services in Hawaii since 1971.

SURVEY REPORT: 35.3% of
Hawaii Medical Journal sub-
scribers play golf.

Over ^he
Edit:or^s
Desk

EAR “TUBE” OPERATION MAY BE
UNNECESSARY WITH PROPER
ANTIBIOTIC MANAGEMENT,
TREATMENT AND PROPHYLAXIS
— Beecham Labortories — Charles D.

Bluestone, MD, director of the Otis

Media Research Center in Pittsburgh,

Pa., says that the insertion of “tym-

panostomy tubes” has become the com-
mon surgery performed on children in

the United States, prompting some physi-

cians to call it the “tonsillectomy of the

’80s.” The average cost of each
procedure is $1,000. The tubes are used

primarily to ventilate the middle ear after

fluid has been removed in an effort to

prevent permanent hearing loss and scar-

ring in the middle ear. The tubes often

are inserted after many courses of anti-

microbial therapy have failed to cure re-

current ear infections. “The use of the

right antibiotics should result in a reduc-

tion of the number of patients subjected

to tympanostomy tube surgery.” Such an

antibiotic is now available. AugmentinR
(amoxicillin/clavulanate potassium)
combines the world’s first beta-lactamase

inhibitor — clavulanate potassium —
with amoxicillin. The new antimicrobial

was developed and is marketed in the

United States by Beecham Laboratories

of Bristol, Tenn.

U.S. AIDS UPDATE — Between June 1,

1981, and Jan. 13, 1986, physicians and

health departments in the United States

notified the Centers for Disease Control

of 16,458 patients (16,227 adults and 231

children) meeting the acquired im-

munodeficiency syndrome (AIDS) case

definition for national reporting. Of
these, 51 percent of the adults and 59

percent of the children are reported to

have died, including 71 percent of pa-

tients diagnosed before July 1984. The
number of cases reported each six-month

period continues to increase although not

exponentially, as evidenced by the

lengthy case-doubling times.

AMA HAS GIVEN TALKING POINTS
A NEW LOOK. The publication comes
to HMA’s Jonathan Won, who thinks

it’s great. The February issue describes

what Congressional Senate rules the com-
mittee has been discussing — campaign
financing. We quote: “A number of sen-

ators used the hearing as an opportunity

to attack PACs, inaccurately viewed as

the villain behind increased campaign
costs.” Anyone interested in details of

what was said in that hearing may con-

tact Jon Won.

REVISED NHBPEP STATEMENT ON
DEVICES USED FOR SELF-MEAS-
UREMENT OF BLOOD PRESSURE —
National Heart, Lung, and Blood In-

stitute — The state of the art regarding

devices for the self-measurement of

blood pressure is represented in this new-
ly released statement available from the

National High Blood Pressure Education
Program (NHBPEP), 120/80 National

Institutes of Health, Bethesda, Md.
20892. The reliability of stationary or

coin-operated devices is considered limit-

ed. Users of these devices are encouraged

to seek professional advice before taking

any action as a result of a blood pressure

reading from one of these machines.

HOSPITAL RECYCLES BLOOD FOR
HEART SURGERY PATIENTS —
American Hospital Association — Con-
cerned about the safety of the blood

supply and the potential for periodic

blood shortages, Fairfax Hospital, Falls

Church, Va., recently began to recycle

this life-giving fluid. Using a new tech-

nique called cardiotomy reservoir chest

drainage, physicians have been able to

recycle more than 85 percent of the blood

typically lost during open-heart surgery.

This has been accomplished by pumping
the hemorrhaging blood from the chest

cavity through a filter and back into the

patient’s chest cavity.

DENIS FU, EDITOR OF MAUI COUN-
TY MEDICAL SOCIETY’S COUNCIL
CAPERS, puts out an interesting and
homespun page or two regularly. The
publication goes to members of the Maui
County Medical Society, but he has given

us permission to excerpt a pearl or two to

put in our JOURNAL (he began these

“capers” in 1981):

“Hi-O-Silver-Away. . . . Oh, not

again! Yep, the HMA (Council) met
again like clockwork on March 7,

1986, in Honolulu. . . . After a chop
suey dinner of a mixture of Hawaiian,
Chinese and Japanese ‘buffet’ the

meeting was called to order” (by

Maui’s Russ Stodd/Ed.).

HALF OF THE 56 STUDENTS AD-
MITTED TO MEDICAL SCHOOL AT
THE UNIVERSITY OF HAWAII THIS
YEAR WERE RE-APPLICANTS, and
Dr. James W. Linman, chairman of ad-

missions, believes he may discern a trend

toward somewhat fewer acceptances of

first-time applicants.

This year’s entering class revealed the

expected undergraduate concentration in

the sciences (27 in biology alone). It is

composed predominantly of Hawaii resi-

dents (53) who attended Hawaii high

schools (47) and more than half of whom
(35) did their undergraduate work at the

University of Hawaii.
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When you choose a leasing company, consider the company it keeps.

You might be surprised to discover how many successful island businesses lease office equipment
through Bancorp Leasing.

We’ve arranged office equipment leases for engineering companies including Syntech and Austin

Tsutsumi and Associates. The escrow firms of Long & Melone and First American Title Company of Hawaii also

turned to us. Bancorp Leasing was also the choice for the Locations real estate sales and research company as

well as for the law practices of Carlsmith, Wichman, Case, Mukai & Ichiki; Case, Kay & Lynch; and Goodsill,

Anderson, Quinn & Stifel.

We’ve provided them and many other Hawaii businesses with telephone systems, copiers, word

processors, drafting equipment and furniture. For them, our competitive rates, flexible terms and professional

service made Bancorp Leasing the clear choice. And, as a subsidiary of Bancorp Hawaii and an affiliate of

Bank of Hawaii, we are part of the largest financial organization in the state.

So, when equipment leasing is the way to growth, grow with Bancorp Leasing. Call us at 537-8812.

ih Bancorp Leasing of Hawaii
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Depression

(Continued from page 275)

with weaker cardiovascular side effects,

such as trazodone or amoxapine, or to

use an antidepressant with a cardio-

vascular effect which does not ex-

acerbate the pre-existing problems.

Trazodne has been found to aggravate

ventricular irritability and may induce

tachycaardia and premature ventricular

beats. This drug, therefore, should be

avoided in patients with myocardial ir-

ritability.'® Imipramine and probably

other tricyclics, however, have a quin-

idine-like antiarrhythmic action,“ and

can be used in patients with ventricular

tachycardia or premature contractions.

Studies have shown that treatment with

imipramine prevented the induction of

ventricular tachycardia and reduced ven-

tricular premature contractions. Anti-

depressants may also cause orthostatic

hypotension — imipramine is the biggest

offender and nortriptyline the least. A
profile of the side effects of commonly
used tricyclic and tetracyclic anti-

depressants are listed in Table 5.

Tricyclic antidepressants should be

used with extreme caution in conjunction

with the chemotherapeutic agent
procarbazine — a monoamine oxidase

inhibitor (MAOI) — since the combined

use of these two types of drugs could

cause a hypertensive crisis. In some hy-

pertensive patients treated with the anti-

hypertensive drug clonidine, concomitant

therapy with a tricyclic antidepressant

can interfere with the successful lowering

of blood pressure. 22 Delirium occasion-

ally develops in older patients due to

anticholingergic side effects, especially in

those receiving other drugs with an-

ticholinergic effects, e.g., atropine,

scopolamine and antihistamines.

Psychostimulants, e.g. dextro-
amphetamine or methylphenidate, are

sometimes used in cancer patients who
are in the terminal phases of illness.

Detroamphetamine may improve appetite

and promote an increased sense of well-

being; dosage starts at 2.5 mg bid and is

increased as tolerance develops. Amphe-
tcunines can also be used to poten-

tiate the analgesic effect of opiates.

Tricyclic antidepressants are also useful

in reducing pain and potentiating the ef-

fect of narcotic analgesics. While the in-

itial assumption was that the analgesic

effects of these tribyclics resulted in-

directly from the improvement in depres-

sion, it now appears that they have a

separate analgesic action, possibly
mediated through endorphins.

Coping with Cancer

Several recent studies have been con-

cerned with the ability of patients to cope
with cancer as an illness. Yates and as-

sociates looked at the influence of re-

ligion in coping with cancer and found

that religious belief was positively cor-

related with life satisfaction and lower

levels of pain. Religiosity, however, did

not correlate with survival time. 22

Three prospective studies evaluated the

influence of coping styles on survival

time. All three came up with consistent,

but rather unexpected results.

Rogentine and associates used psycho-

logical scale in an attempt to discriminate

between malignant melanoma patients

who relapsed from those who did not

relapse one year after treatment. They
found that patients who expected more
difficulty adjusting to their illness had
longer survival times. Depression scores

did not predict future relapse. 2“*

In another study, 25 100 radiotherapy

outpatients were given psychological tests

and asked to rate the seriousness of their

illness. At two-year follow-up, data

analysis revealed that men who died had
rated their conditions as significantly less

serious than either the women who had

died, living women, or living men. The
Locus-of-control scores, which measure

the degree to which one feels in control

of one’s own destiny, did not differen-

tiate between survivor and non-survivor

groups.

The third study, by Derogatis and as-

sociates, correlated psychological test re-

sults with survival in 35 women with

metastatic breast cancer. They found that

long-term survivors were more sympto-

matic, particularly in terms of anxiety,

alienation, depression and guilt. Short-

term survivors exhibited less hostility and
a more positive mood. Furthermore, the

treating physician perceived the long-

term survivors as adjusting less well to

their illness than the short-term survi-

vors. 26

All three studies found that patients

who seemed to have greater difficulty

adjusting to cancer survived longer. Be-

havior that physicians consider to be

compliant and indicative of “a good pa-

tient” may not be the most optimal for

the patient’s survival. 22

Summary

The care of cancer patient should in-

clude promoting the psychological well-

being and quality of life of both the

patient and his or her family. Detecting

depression when it occurs as a severe

complication and treating it adequately,

can add significantly to the patient’s abil-

ity to tolerate both the cancer and its

treatment.
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Killer Cell

(Continued from page 278)

IFN clinical trials." The main objective

of this protocol was to minimize this

hyporeponsiveness by utilizing a lower

dose of IFN intermittently over longer

periods.

This study did demonstrate an initial

augmentation of NK (K562) activity dur-

ing the first week of IFN administration.

However, this augmentation was not

maintained and was followed after the

first week with a decrease either to

pretreatment levels or below. Similar re-

sults have been reported. *

In this preliminary report, the extent

of the decrease seen appeared related to

the type of cancer being treated. Breast

cancer patients had greater decreases in

NK activity to the leukemic cell, K562.

NK to the herpes virus-infected targets

showed no initial augmentation with de-

creased activity noted during therapy to

levels below our normal donors’ range.

This decrease was not as great as that

observed by Maluish et al."

Our preliminary results suggest that

this IFN protocol at a dose of one mil-

lion units, three times a week, did not

result in as severe a degree of hypo-

responsiveness in NK activity as re-

ported in some clinical trials using high

repeated IFN doses. In a renal patient

who completed four cycles of IFN thera-

py and showed stabilization of disease,

NK (K562) function was maintained at

the pretreatment baseline level while NK
(HSV-1) showed a gradual increase in

cytoxicity. In addition, lympho-
proliferative response (LPA) to the

polyclonal mitogen PHA as measured
by 3D-thymidine incorporation was
maintained throughout IFN therapy at

the same pretreatment baseline level in

this patient.

Future studies should be done with

protocols designed with different IFN
dosage levels above the one million unit

level. The appropriate higher dosage

levels may result in further enhancement

since in vitro pretreatment with IFN of

renal carcinoma patients’ lymphocytes

demonstrated further augmentation of

NK activity. The two breast cancer pa-

tients with a trend toward decreased NK
activity, showed no significant boosting

of NK (K562) activity after in vitro IFN
treatment. Increasing the dose of IFN
may have no effect on the immunological

response in these breast cancer patients

but may have no effect on the im-

munological response in these breast

cancer patients but may benefit the renal

cancer patients currently treated.

Definitive clinical correlations of ef-

ficacy cannot be made at this time since

these cancer patients had varying degrees

of advanced metastases with heavy tumor
burden. In two renal carcinoma patients,

disease stabilization in the size and

numbers of pulmonary metastases was
observed. Liver and bony metastases

progressed in both the renal and breast

carcinoma patients. This dosage level ap-

peared to be tolerated fairly well in the

patients unless there were liver

metastases. During IFN therapy signifi-

cant increases in SCOT and LDH levels

were observed in a patient with liver

metastases.

In summary, the present study suggests

an immunomodulatory effect on NK
function with this IFN administration

regimen. Trends seen in the levels of the

NK subpopulation to the herpes virally

infected fibroblast and its biological rele-

vance in cancer need to be analyzed in

additional patients and followed clinical-

ly over a longer period. This IFN
protocol was shown to maintain or aug-

ment NK activity dependent on the

targets used and would prove important

if IFN treatment were to prove useful in

adjuvant or combination therapy with

various chemotherapeutic agents.

In certain solid tumors which have not

responded as well to IFN therapy,

Herberman^ has proposed that patient’s

NK cells be activated in vitro to

proliferate with interleukin-2 and rein-

fused into patients. These activated killer

cells would then kill tumor cells. Rose-

nberg et al.'* has recently reported tumor
regression in 1 1 out of 25 patients receiv-

ing adoptive immunotherapy with

lymphokine activated killer (LAK) cells

in addition to treatment with r-IL-2.

Our Hawaii-BRM research laboratory

has initiated in vitro studies with r-IL-2

in order to provide this adoptive im-

munotherapy to cancer patients in Ha-
waii. Our in vitro activation of patients

PBM with r-IL-2 has shown that NK cells

and other effector cells are activated to

kill more effectively NK-sensitive as well

as NK-resistant tumor targets (un-

published observations). Continued stud-

ies with IFN, IL-2 or other newly de-

veloped Biological Response Modifiers

should be continued in selected cancer

patients with limited tumor burden or

minimal disease where therapeutic ef-

ficacy is more likely as adjuvant or com-
bination therapy. >0
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Breast Cancer

(Continued from page 280)

contribute to weight control by burning
up calories and providing a means of
managing stress. Ineffectual management
of stress does lead to overeating.

Affordability of

Screening Mammography

The cost of mass screening for breast

cancer is, in our opinion, still too high.

As stated above, the actual cost of taking
and interpreting a set of screening mam-
mograms under nearly optimal condi-
tions is about $50. By contrast, the cost

of diagnostic mammography (when there

is a suspicion of cancer) is about twice as

much as screening mammography, but is

often covered in part by insurance plans.

The answer to high cost is neither gov-
ernment subsidy nor insurance coverage.
Either course would merely shift costs,

rather than reduce them.
Several factors influence the cost and

hence the affordability of screening ex-

aminations for breast cancer. First and
foremost, the cost of the test itself; Not
only is the mammography equipment ex-

pensive ($70,000 or so), but so are the
necessary services of highly trained per-

sonnel. Additionally, there are the ex-

penses involved in following up
suspicious findings, which often prove to

be benign. Second, the frequency of

r(iTToAprT«in fu 1

^ ® © O (D

® OO OpJ— ^ ^ o

i<
s. o

o
>-

>-
eez
IMz

On Again, and
Off Again
The Molokai Clinic doctors, who in

mid-December disbanded their group
practice because of high malpractice in-

surance premiums (a four-fold increase

in premiums), have continued to practice

individually. Without insurance, the doc-
tors would lose their right to practice at

Molokai General Hospital, but as Paul
Stevens says, “In doing this renewal, it’s

so expensive and kind of wiping us out.”
Their contract dispute with DSSH has
been resolved and there is a chance that

the physicians could move their practice

to Molokai General as independent phy-
sicians and thereby reduce their rent pay-
ments. (We await the outcome with bated
breath.)

Malpractice insurance at the state’s 12

hospitals, including Kona Hospital, ex-

pires June 1 and as of the end of April,

the Health Department has not been able

screening; Annual screening can be more
than a lot of women can afford. Finally,

the site; The track record suggests that

low-cost screening services are more like-

ly to be available in a nonhospital setting

or a facility that is specially set up for

such services, utilizing volunteer help and
other community support mechanisms,
rather than a hospital or a private ra-

diological laboratory.

Another factor to be considered is that

the lack of any effective method of iden-

tifying women at high risk means that all

women must be considered as at risk.

Although there is a relatively high proba-
bility of a woman developing breast

cancer during her lifetime (one in 11),

there is a relatively low probability of her

developing it in any one year (one in

400). Therefore, the ideal screening test

for a disease such as this one would have
to be very inexpensive so that it can be
utilized repeatedly by all women over age

40. Unfortunately, such a test is not yet

available. However, using the tests we do
have, the BCDDP has demonstrated sev-

eral cost-effective techniques of screening

that reduce costs and increase quality at

the same time.

The BCDDP has shown that trained,

non-physician examiners can perform
screening breast examinations very well.

Specially trained technologists can distin-

guish normal mammograms from ab-
normal ones, thus permitting the ra-

to secure new insurance. Abelina Shaw,
deputy director of health testified before
the Senate Health Committee that “the
Legislature would have to appropriate
the funds to allow the Health Depart-
ment to pay for the cost of insurance for

qualified practitioners in critical areas,

especially involving obstetrics. An alter-

native would be for the Legislature to

appropriate funds to allow the State

Health Department to hire part-time
practitioners qualified in obstetrics. In the

event hospital insurance is not obtain-

able and, the hospital services are to con-
tinue, then the state would have to go
bare or be self-insured and the assets of
the state would then be utilized to pay
for potential claims. Abelina lists other
alternatives; Air evacuation of OB pa-

tients to Honolulu; an extensive recruit-

ment program aimed at bringing in a
doctor willing to pay the insurance;

transport pregnant women to Honolulu
one week before the expected date of
confinement; staff critical areas with OB
Gyn residents on a rotational basis, with
subsidization of insurance; establish liv-

ing quarters on Oahu for the last three

weeks prior to the expected date of de-

livery; and sponsor foreign-trained phy-
sicians who qualify (except for US
citizenship, they could practice without
malpractice insurance). This insurance
problem is acute in Kona and in other
rural areas of the state.

The five major hospitals. Queen’s

diologist to focus his attention on the

abnormal ones. Women appreciate the

opportunity that is also provided, to

learn breast self-examination on their

own bodies. Palpation and mammo-
graphic examinations of good quality re-

quire proper training, proper mainte-

nance of the mammographic unit and
monitoring of radiation, proper posi-

tioning of the screenee and processing of
film, interpretation of films, and follow-

up of suspicious findings. Moreover, the

quality of the procedure depends heavily

on the number of exams performed dai-

ly. Thus, a facility that keeps its acumen
finely honed by a large volume of cases

would be the place to have a screening

done.

Although research will proceed on the

question of optimal frequency and other

issues, we feel that screening mammo-
graphy should be offered to the public,

while efforts to lower cost and improve
efficiency continue.

REFERENCES

1. Baker LH; Breast Cancer Detection Demonstra-

tion Project: Five-Year Summary Report. CA-A
Cancer Journal for Clinicians 32:4, pp. 194-225,

1982.

2. Goodman MG, Gilbert FI, Mi MP, Grove JS,

Catts A, Low G: Breast Cancer Screening in

Hawaii 1974-1980: Results of a Six-Year Pro-
gram, Haw Med J 4\ :5, pp. 150-155, 1982.

3. Goodman MG, Gilbert FI, Low G: Screening for

Breast Cancer in Hawaii — Further Implications.

Haw Med J 43:10, pp. 356-361, 1984.

Medical Center, Straub, Kuakini, St.

Francis, and Kaiser have joined together

a second time to buy specialized and
expensive high-tech equipment. The first

was for the magnetic resonance imaging
machine and, more recently, for the

ESWL (extra-corporeal shock wave
lithotripter) which will be kept at QMC.

Albert Simone, our new University of

Hawaii president, has asked the medical
school and the college of tropical agricul-

ture to cut their budgets by 10 percent.

Other schools and colleges have been
asked to take 4 percent to 10 percent

cuts. Of the medical school, Simone is

convinced that “it is in the best interests

of the state to continue operating the

school. However, we do not need a large

medical school. It should be the smallest

one possible while still offering quality

education and research.” He does not

expect the enrollment to be significantly

affected by the proposed budget cut.

We were happy to read in Star-Bulletin

writer Jeanne Ambrose’s article that “a
number of studies have shown that a

middle-class man living in Hawaii is less

likely to suffer a heart attack than the

average American. Studies also show Ha-
waii has the lowest prevalence rate of
Type A behavior.”

Ray Roseman, associate chief of medi-

cine at Mount Zion Hospital in San
Francisco, was here for the three-day

program sponsored by the UH medical

school and the Cypress Foundation.
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Roseman, collaborating with cardiologist

Meyer Friedman, wrote the best seller

Type A Behavior and Your Heart, and

credits Hawaii’s lower prevalence of

Type A behavior to our environment.

“There is no question that if you live in

an area that is less rapid in pace and has

a warmer climate, you modify your be-

havior to match that pace. A lot of it has

to do with the sunshine and the much
more relaxed atmosphere.’’

More on
Tort Reform Issue

On May 30, President Reagan called

for passage of an administration bill that

would place ceilings on monetary damag-

es and attorneys’ fees, and charged that

jury awards in personal injury suits have

become outrageous. Reagan said the le-

gal process governing liability cases has

gone terribly wrong, laws have been

twisted and abused and the result has

penalized virtually every American. The

dispute over “tort reform’’ has pitted the

insurance industry against trial lawyers

and consumer advocates, who contend

that the alleged liability crisis was manu-
factured by insurers to increase profit.

Reagan (not being a lawyer), took the

side of the insurance industry and said

“tort law has become a pretext for

outrageous legal outcomes . . . that im-

pedes our economic law, not promote

it.” Administration-sponsored legislation

introduced in Congress would make sev-

eral major changes in liability law, in-

cluding limiting awards for punitive dam-
age and for pain and suffering to

$100,000, and restricting the amount of

lawyers’ contingency fees. Reagan said

that in the past 20 years, the number of

awards involving $1 million or more has

climbed from one a year to more than

400 annually.

Between 1975 and 1985, he added, the

average product liability award quad-

rupled to $1.8 million and the average

medical malpractice jury award rose

more than 350 percent to over $1 million.

“These problems have begun to eat away
at the fabric of American life. There’s

still such a thing as common sense. And
this ain’t it. The time has come for ac-

tion.” (Ed.: We notice that our Gov.

Ariyoshi — being a lawyer — also con-

siders tort reforms, but apparently sides

with the lawyers and consumer advocates

against the insurance companies. Inter-

esting situation.)

Elected, Appointed, and
Honored
Wayne Nickens of Maui, founding di-

rector of the Maui-based Foundation for

National Education on Alcoholism and

Drug Abuse (NEAD), was one of six

national experts selected by the National

Council on Alcoholism to be on a panel

for the Annual National Forum on Alco-

holism that took place April 19 in San
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Francisco. Wayne’s paper was titled,

“What Does Genetic Predisposition
Mean to Children of Alcoholics.”

Rodney Kazama, gastroenterologist in

Kailua, has been certified by the Ameri-
can Board of Gastroenterology. Ann
Catts, medical director of QMC diagnos-
tic laboratory services, was awarded the

Alumnae/i Achievement Award at the

Homecoming ’86 banquet at the Medical
College of Pennsylvania. Helen
Petrovitch, co-investor in the National
Institute of Health’s project on systolic

hypertension in the elderly, was named
chairman of the Hawaii Heart Associa-
tion’s Hypertension Committee.

Frederick Burkle Jr. of Maui will at-

tend the Red Cross-sponsored Interna-

tional Health Care Delegate Training

course in Washington. Fred is medical di-

rector of Maui Memorial Hospital and a

board-certified pediatrician, psychiatrist,

and emergency physician, with years of
experience in emergency medicine. He
has written a text on disaster medicine.

Ob-gyn man Clayton Honbo was elected

to the Central Pacific Bank’s CPB Inc.

board. Cardiologist Roy Kamada has

been named college governor for the

state of Hawaii by the American College

of Cardiology’s board of trustees.

Nutrition specialist and author John
McDougall will join the Honolulu Medi-
cal Group. John has two best-selling

books: The McDougall Plan and
McDougall’s Medicine — A Challenging
Second Opinion. The American College

of Surgeons, Hawaii Chapter, has elected

Roy Iritani as president and Harvey
Takaki as secretary.

Milton Howell of Hana, Maui, re-

ceived the “Living Treasure” award in

February. The award by the Hongwanji
Mission of Hawaii makes Milton one of
Hawaii’s “Living Treasures” and recog-

nizes his tremendous effort in spearhead-

ing a fund drive to buy Kipahulu Valley

on Maui for nature conservancy. In-

cidentally, Milton was Charles
Lindbergh’s personal physician until the

aviator’s death. Lindbergh is buried in

Hana. (Contributed by Fred Reppun.)

Entrepeneurs
Orthopedist Rowlin Lichter founded

an orthopedic rehabilitation center seven

years ago. Wife Barbara is company
president. CHART (Comprehensive
Health & Active Rehabilitation Training)

Sports Medicine Systems Inc. has centers

in Waipahu and Honolulu and recently

opened its fourth franchised Mainland
facility in Tulsa, Okla. The other fran-

chises are in California — in Sacramen-
to, Los Angeles, and Santa Monica.

Bernard Portner, director of the neck

and back clinic at Straub for the past five

years, has opened his own practice spe-

cializing in physical medicine and rehabil-

itation. He is also president of the Ha-
waii Society of Physical Medicine and
Rehabilitation at 615 Piikoi St.
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Ethics in Science

Wolfgang “Pief” Panofsky is the director emeritus of the

Stanford Linear Accelerator Research Laboratory and professor

of high-energy physics. He has had enough experience over a

lifetime of science, tempered by philosophical involvement in its

implications to life, to be listened to by us students with a

certain degree of awe and respect. He spoke recently at the

University by invitation of the local chapter of the Scientific

Research honor society of Sigma Xi on the occasion of that

society’s 100th anniversary, and he chose as his topic “Ethics in

Science.”

Panofsky was introduced by eminent scholar/scientist John

Craven, who reminded the audience that “Pief” once wrote a

paper entitled Man vs. NUTS, the latter an acronym for Nuclear

Utilization of Tactical Systems, after he had been given the job

of designing a Polaris Submarine “large enough and effective

enough to deter the Soviets.”

Panofsky restricted his remarks to the realm of the physical

sciences and nuclear energy, but some of his perceptions could

very easily have been applied to the medical sciences. This

thought kept cropping up in our minds particularly since we had

been exposed most recently to Straub’s Cardiology Update ’86

and the people who are intimately involved with the ethics of

heart transplants and artificial hearts.

“Although the scientist is often involved in ‘blind’ research,

meaning that it has no specific purpose or long-range goal but

simply is research as a fishing expedition, he or she cannot avoid

being aware of the impact on society or on humanism or

whatever might evolve as a result of that experiment.” Panofsky
characterized that attitude, and added: “Scientists are not asked

to swear the Hippocratic Oath.” He made the point that it

boiled down to whether to “communicate,” i.e. publicize one’s

findings. He felt that there should be more freedom allowed

scientists along these lines, except that “National Security”

controverts such.

“Technology transfer, if restricted, hampers research and
therefore progress in the acquisition of knowledge.” Panofsky
cited the interchange between President Truman and atomic
researcher Oppenheimer; the latter could not and would not

answer as to what impact “the bomb” might have if detonated

over a populated area. (Everyone knows by now what transpired

thereafter!)

As another example of the scientist’s dilemma, he recalled

when Nils Bohr approached Winston Churchill and expressed

doubts about the use of the Hydrogen bomb he had invented.

Churchill’s immediate response on being told Bohr wanted an
audience with him was to order Bohr confined as dangerous for

having such doubts! And another citation: When Russian physi-

cist Sakharoff spoke in favor of a Comprehensive Test Ban

Treaty, Soviet Premier Krushchev had the scientist suppressed

forcibly.

Panofsky states unequivocally that half of today’s scientists

are working for the military in the U.S. However, this had not

diminished the amount of basic research that is being done. He
deplored the arms race as one of the great tragedies of mankind
and that the build-up of nuclear weapons is quite “insane”.

“And yet,” said he, “each step is a rational one in terms of

national security. It is the ‘symbols’, rather than the actual

weapons — the tools, if you will — that leads us on.” (Isn’t that

a paraphrase of what President Reagan said to the Congress on
his return from the Geneva Summit last November, when he

said that it was the presence of the nuclear warheads that “make
us distrust each other, rather than lack of trust that makes us

develop these weapons”?/Ed)
Scientists, de facto, are citizens of the country in which they

live, explained Panofsky; they are citizens of the world second-

arily, one must understand. Likewise it is not fair to label

funding as “evil,” as compared to that which supports “good,”

meaning moral, research because it is all interconnected anyway.

Panofsky summarized his credo by saying that the scientist’s

goal should be the increase of pure knowledge that emanates

from his research and “never mind what the goal might lead to.

Therefore, the scientist should be free to communicate his new
found knowledge far, wide and freely.”

Still, yet, however . . . Pief Panofsky concluded by advising

scientists to be “virtuous.” Whatever he meant by that, was

obscure. This came from a wise man who is known to have had

a considerable impact on the arms race as — Chairman, Com-
mittee on International Security and Arms Control of the Na-

tional Academy of Sciences.

J.I. Frederick Reppun, MD
Editor

This is My Mana‘o

Ament the HMA Council Meeting on May 9, what could be

more brief or more to the point than Maui Councillor-to-HMA

Denis Fu’s “Council Caper’s” below (with his permission, of

course)!

J.I. Frederick Reppun, MD
Editor

Council Capers

There was an HMA Council meeting in April, which I did not

report on. As you know, it was a busy month — taxes and

closing of the state legislature. Your HMA spent many long

hours on your behalf hoping to resolve the many health-related

bills, especially tort reform.

Meetings and More Meetings. Yep, just last Friday, I left early

in the morning to attend the HMA School Health Committee

meeting of which I’m a member. Simultaneously occurring in

another conference room was another HMA meeting. You can

be assured that the HMA building is a very active place.

And then at 5:30 p.m.. President “Lindberg” Stodd rippled

the waves and got down to the important business of the

evening. He reported on the MIEC Seminar in the Napa Valley

of California (hie?) the week before. He gave a very informative

summary of the conference. Good job, Russ!

Molokai General Hospital. A task force of HMA members
made an on-site evaluation of the hospital, medical staff, and

administration, and a detailed, unbiased report was reviewed.

Since HMA does not have an official jurisdiction in the matter.
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no significant recommendations nor conclusions were made.

Our New HMA Building. Dr. Allan Kunimoto reported on

the progress of the building which is coming along fine. Since

we had a meeting on May 1, 1986 here on Maui about the

projections, 1 will not repeat the proposal, except to say that it is

an excellent investment.

Your association continues to be active, thriving and con-

tinues to act in your interest. Your input, criticisms, and sugges-

tions are always acceptable on a county, state, and national

level.

Tip of the Month. Someone asked me to give a tip of the

month here on Maui. Well, here goes. Dr. Baum. After trying

almost all of the Sunday brunches on Maui, one of the most

enjoyable surprises this past Easter was the Sunday brunch at

the Kaanapali Beach Hotel. The food selection was excellent and
the price very reasonable — $13.50 for a champagne brunch. If

you have a better favorite after trying here, let me know.
Denis Fu, MD

The “New” Queen’s Medical Center

Fred Pritchard, president of Queen’s Health Systems and
chief executive officer, made his first appearance before the

QMC Medical/Dental Staff on May 6, 1986. Mabel Smyth
auditorium looked pretty full with some 200 attendees at

5:00 p.m.

Chief of Staff Jim Stewart conducted the General Staff

Meeting that takes place only twice a year. He introduced

Pritchard, who has come aboard only since the first of the year

with impressive credentials as the result of previously working
with a large hospital group in the Pacific Northwest.

Pritchard promptly outlined his plan of administration of the

QHS, which includes the QMC, the Queen Emma Foundation
and Queen’s Ventures Inc. He had already appointed John
Schlief as vice president in charge of QMC, Rosalie Kasaba to

be vice president of Corporate Development and Larry Smith as

vice president in charge of finances.

Ticking off major moves and developments in the making or

already accomplished, Pritchard reported that an agreement had
been reached whereby the lithotripter would be housed at QMC.
Queen’s Medical Center, St. Francis, Kuakini, and Straub were

the participants and the urologists at those four institutions were
in the process of working out details as to their usage. He
promised that it would be installed “by August, this year.’’

Next, Pritchard reported that a proposal to manage Molokai
General Hospital had been submitted to the Board of Trustees

of that hospital, that represented a citizens’ group of paying

supporters in a voluntary association that owned the land and
the structure. Molokai General Hospital has had to be sup-

ported financially by the state for many years, but is an inde-

pendent community hospital. QMC’s management was to be

unequivocal and “non-negotiable,” he stressed.

Within 60 days, QMC was to implement a Home Health
Agency.

Pritchard felt that the parking problem at the medical center

warranted top priority in the way of resolution, and that all

other contemplated moves and rearranging would have to take a

back seat. He also revealed that the new administration

necessarily had to review the building plans and construction

already in process “with a fresh eye to what would be best at

Queen’s and what the doctors might feel would be best also.’’

He then had John Schlief, followed by Bernice Smith, patient

relations coordinator, flesh in some of the details of the pro-

posed changes at the medical center.

It was refreshing for those of us in the audience to sense a

“new’’ aura of progress and improvement in direction going

forward at a rapid pace, yet still carefully enough to allow for

sufficient input from affected parties and personnel, under a

new team. It must have been particularly pleasing to the mem-
bers of the M/D staff to note that Pritchard and Schlief both
repeatedly emphasized the phrase “with input from the physi-

cians, of course.”

We’ll have to see it to believe it, but it bodes well at Queen’s
for starters.

AMA! We’re Missing the Boat

On the June 5, 1986 “McNeil-Lehrer Newshour,” there was a

focus on the New York state’s recent legislation aimed at

weeding out “the incompetent doctor.” The legal thrust of this

was directed toward testing for competency at three-year inter-

vals, in order for a physician to maintain his license to practice

medicine in his specialty; the method presumably was through
CME.
AMA’s Executive Vice President, Jim Sammons, MD, was

pitted against the New York state director of health, whose last

name was Axelrod and who was addressed as “doctor” (we did

not catch his full name and suffix, unfortunately). We were
unable to watch the very end of the “focus,” for which we ask

to be excused, but saw enough of it to become more than

somewhat disturbed and disappointed with what our AMA was
projecting to the general public.

Axelrod pointed out, and Sammons agreed, that there are

many circumstances wherein there is little or no peer review, the

prime example being the physician practicing only out of his

office, not hospitalizing patients under his own name and,

therefore, not subject to hospital peer review. Axelrod implied

that a CME requirement in the law would solve that problem;
but, we know that it will not, because it is too easy to comply
with CME offerings and still learn nothing that will change old

habits of practice or bring the latest medical knowledge to the

care of patients in that practice milieu. We also know that a

“test” can be passed and the instant knowledge quickly for-

gotten. True, this is an indictment of our CME program, but we
have earnestly tried to overcome its shortcomings in other ways.

It was agreed by both debaters on the program that many
specialty societies now require CME for continued membership
and certification. Here in Hawaii, as in some other states, CME
is mandatory for relicensing every two years.

It was the program moderators, the inimitable Jim and Rob-
in, who posed the perceptive and barbed question that we hear

so often thrown at us in organized medicine: “Why are so few

practicing physicians censured or made to lose their licenses in

the United States?”

Sammons did expound, however, at least while we were
watching, on the two major problems troubling our profession

in this regard: (1) that it is a disincentive to the throwing of

stones when one lives in a glass house — all physicians recognize

deep down in our hearts that none of us is infallible - and, (2)

that it is extremely difficult under our legal system to prove

incompetency and then to punish for it (it is difficult enough to

prove actual malpractice!).

The legal profession has given us very little help whenever we
try to police ourselves, yet expects us to act like and be our own
lawyers!

J.I. Frederick Reppun, MD
Editor
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RE: University of Hawaii

I read with interest your editorial in the HAWAII MEDICAL
JOURNAL of May 1986 advocating that the University of
Hawaii School of Medicine should include in its curriculum
more than just a lecture or two on ethics in the practice of
medicine.

It is of some interest that at the time that issue of the

JOURNAL was being distributed, Bernice Coleman, MD, was
participating in a medical ethics course for our fourth-year

students during the final month of the senior seminar just before

graduation. This course, which had been in planning for nearly

a year, was presented by a number of our senior faculty who
participated in both the large-group and small-group discussions

that took place over the span of a week. The senior seminar, of
which the course was a part, also presented material on medical
malpractice, the living will, and a number of other subjects

which I am sure would be of interest to you.

We would, of course, be interested in the input of the HMA
Council as we begin planning for next year’s ethics courses,

which will be given to both first- and fourth-year students.

John S. Wellington, MD
Associate Dean, University of Hawaii,

John A. Burns School of Medicine

The Editor Responds:
Thanks, John! We stand corrected and instructed. Hawaii

Medical Association members and JOURNAL readers please

note.

J.I. Frederick Reppun, MD
Editor

RE:
Article: “Male Predominance”

I read with interest the study of Enzenauer et al., “Male
Predominance in Persistent Staphylococcal Colonization and
Infection in the Newborn.”' Dr. Enzenauer found a higher rate
of follow-up colonization and infection in circumcised com-
pared with non-circumcised males. However, these differences
were not statistically significant. Dr. Enzenauer and myself have
long had an interest in the circumcision procedure. Recently,
in a study of 2,502 male infants, we demonstrated a 20-fold
increased risk for urinary tract infection in uncircumcised com-
pared with circumcised males (in Hawaii). *' These findings were
corroborated in a group of more than 200,000 male infants.

5

The association of urinary tract infection with the state of
non-circumcision represents a potentially “valid” medical in-

dication for routine performance of the procedure. Because of
our finding this association, we have received numerous letters

concerning our beliefs and recommendations. I recently received
two letters, one from a member of Congress and one from the
National Organization of Circumcision Information Centers.
Both letters quoted Dr. Enzenauer’s findings of increased
staphylococcal colonization and infection in the circumcised
male and stated that this was “obviously” a reason not to
circumcise. Again, this relative increase was not statistically

significant. As such, it has no scientific basis for being used as
rationale for not circumcising males. I have long been an
opponent of the procedure and I strongly believe that there has
to be adequate informed consent when counseling parents re-

garding the procedure. This information has to include the
urinary tract infection risk if there is no circumcision. Until
there is definite, scientific, statistically significant proof that

circumcised males are at risk for staphylococcal infections, this

information cannot be used for part of informed consent coun-
seling.

Thomas E. Wiswell, MD
Major, MC

Chief, Neonatology Service,

Brooke Army Medical Center,

Ft. Sam Houston, Texas
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Re: News and Notes Miscellany Column
News Editor:

I am writing this letter in response to your column of News
and Notes in the June 1986 issue of the HAWAII MEDICAL
JOURNAL. In general, I enjoy reading your column of infor-

304 Hawaii Medical Journal—Vol. 45, No. 9—September 1986



mation, reports of conferences and political developments, and

personal items of interest. 1 like the light and humorous editorial

comments you write.

1 did, however, find offensive the joke you related in the

column under the heading of Miscellany. It is admirable that

you inject humor in a traditionally stodgy professional journal,

but there are many ways of making people laugh without

laughing at the expense of people. I’m sure you would be

hesitant about repeating that joke at a workshop for the dis-

abled, but even outside of such a setting it is insensitive to say

the least.

I will continue to look forward to your column.

Alan J. Chun, MD

The Editor Responds:

Dear Alan:

I must assume more than a fair share of your criticism of the

“wooden eye” joke to which you refer in your letter to the

editor above, because as editor, I allowed that particular joke to

be left in Henry’s News & Notes.

I felt that it would not offend any handicapped person,

primarily because, in my experience, such persons often make
light of their own misfortune and appreciate a chuckle over it as

an expression of understanding and sympathy on the part of

another.

As you may well appreciate, humor is invariably linked to

tragedy and it makes the tragedy more bearable. Crying and

laughing are akin. A pratfall often generates a laugh from the

bystander, if not from the victim; but this turns into concern

and sympathy if there is real injury.

We physicians share a good many “medical” jokes with each

other; very often they emanate from our patients. Faced with

the seriousness of the relationship between us and other patients

and their perhaps life-threatening woes, it helps us to throw in a

little humor, often ribald, often irreverent.

Indeed, HMJ is a medical medium for the eyes of our
colleagues. Although its distribution is not “closed,” not too

many lay people (patients) get to peruse it. It is meant to be a

way to communicate with each other.

The editor/censor might be “Victorian and straight-laced,”

or she or he might be a “crude, uncouth, mind-in-the-gutter”

type. I try to be neither. I respect Henry’s views and value his

input; he trusts me to be the “arbiter elegantarum,” and
sometimes, but not often, I do redline a joke.

It might make you feel better about it to know that your
concern over that particular item was shared by others of the

journal’s staff, but that the ultimate decision to publish it

was mine. Mea culpa!

We appreciate your expressing your viewpoint on the subject

and would welcome comment pro or con from our other read-

ers; after all, the JOURNAL is sensitive to its readers, or should

be!

Aloha,

J.I. Frederick Reppun, MD
Editor

HMSA Answers

Physicians’ Questions

Q: Please review the HMSA policy re-

garding the mechanism for establishing

and updating physicians’ profiles.-

A: HMSA establishes and maintains a

record (profile) of services performed by

each physician, in order to determine an

HMSA Eligible Charge for each service.

The Eligible Charge is used to determine

the benefits payable under HMSA health

plans. The physician profile contains the

number of times a particular procedure is

performed by a physician for HMSA
members, and the charge for that

procedure. Information for the physician

profile is obtained from claims paid dur-

ing January through September of each

year and the information in all physician

profiles, both participating and non-par-

ticipating physicians, is used to update

HMSA’s Eligible Charges in January of

each year.

Q: What information is available to indi-

vidual physicians interested in determin-

ing his or her profile standing in relation

to other physicians?

A: A physician may review his or her

own profile by making an appointment

with our Professional Relations Depart-

ment at our main office. However, any

information which compares a physi-

cian’s charges with those of his peers is

not available for examination.

From the HMA/HMSA
Liaison Committee

The HMA/HMSA Q and A column

in the HAWAII MEDICAL JOURNAL
will be needing a backlog of questions

posed by readers, particularly the practic-

ing physicians of Hawaii, to which we

can ask that HMSA respond. These ques-

tions are to relate to HMSA policies and

practices but can have a wide latitude of

applicability.

HMSA has requested that we submit

these questions as early as possible so

that it can develop responses and then

turn over to the editor of the HMJ both

the questions and the answers by the 20th

of each month — the deadline for sub-

mission of hard copy for the issue that is

to come out two months thereafter.

Obviously it would be to everyone’s

advantage to accumulate the questions.

The HMJ can publish these only on a

space-available basis, dependent on the

amount of advertising that the publisher.

Crossroads Press, can generate for each

issue. The editor will do what he can to

get them in, and whenever particularly

appropriate, he will try to get in the ones

that have a priority and pertinence.

Questions can be submitted to Cheryl

at the HMA office in writing or by phone
(536-7702) preferably by the first of each

month, and please keep them coming!

Ed Boone can be reached at 523-2311

if there is any question about this ex-

hortation.

Edward Boone, MD
Chairman

Hawaii Medical Journal—Vol. 45, No. 9—September 1986 305



when the stream slows to a trickle

Evaluation and Therapy of
Urinary Tract Infection:

A Critique

Col. Douglas W. Soderdahl, MD, FACS*

Despite a great deal of observation and investigation, recurrent urinary tract infec-

tion remains a frequent problem in adult females. In most patients each episode
represents a newly acquired organism (reinfection), although a small number of
recurrent infections result from failure to eradicate a prior infection (unresolved or
relapsing).

Most urinary infections in women can be managed by targeted urographic and
endoscopic evaluation and by single dose or short courses of anti-bacterial agents. It is

hoped that this critique will serve to spur efforts in the management of urinary tract

infection toward cost reduction and enhanced safety without sacrificing therapeutic

effectiveness.

Objectives in rational management of
urinary tract infection (UTI) include

cure, alleviation of symptoms, preven-
tion of sequelae, reduction of risks at-

tendant upon evaluation and/or therapy
and, increasingly urgent, containment of
health care costs. Two comparatively re-

cent recommendations concerning care of
patients with UTI appear to have fa-

vorable impact upon each of these objec-
tives — short-term therapy and targeting

of urinary tract evaluation toward
clinically identifiable high-risk patients.

Why meetings on quality assurance,
risk management, and health care cost-

containment seldom address the evalua-
tion and care of UTI is enigmatic. This
topic seems highly important if it is true:

(1) that UTI is second only to upper
respiratory infection among illnesses for

which medical care is sought; (2) that

• Tripler Army Medical Center

Honolulu, Hawaii

UTI in adults rarely threatens either life

or renal function; (3) that evaluation oth-

er than tailored history and physical ex-

amination, urinalysis, and urine culture

discloses an abnormality necessitating

either a change in therapeutic plan or

extension of work-up in less than 10 per-

cent of adult women, by severalfold the

largest patient cohort presenting with

UTI; (4) that short-term — including sin-

gle dose — treatment of adult female

UTIs cures an equivalent proportion of

individuals as do longer courses of anti-

bacterials.

Definitions

Recurrent UTIs fall into three broad
categories, which not only can be iden-

tified with considerable precision in cus-

tomary out- and inpatient settings, but

also, once classified, lend themselves to

curative, safe, and cost-effective therapy.

Unresolved: Urine culture remains
positive for the original infecting or-

ganism while the patient is on therapy.

The following reasons account for most
recurrent UTIs of this type: organism

resistance, patient non-compliance, in-

adequate level or duration of anti-mi-

crobial at the site of infection.

Relapsing: Urine culture becomes
negative on therapy, but rapidly reverts

to positive, again generally with the origi-

nal organism at presentation. Most
anatomicophysiologic genitourinary tract

disturbances, if infected, are manifest in

this category.

Reinfected: Urine culture becomes
negative on therapy and only occasion-

ally reverts to positive within a short

interval after the cure. The reinfecting

microbe generally differs from the origi-

nal organism, but since E. coli accounts

for at least 80 percent of all UTIs, this

determination can be accomplished only

by serotyping and other comparatively

sophisticated techniques not routinely

available to the practitioner.* Studies
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Hawaii’s Finest Medical Office Manager

DataStat can help Hawaii's

physicians discover cost savings

and increased efficiency through

office automation.

Three reasons to select DataStat
when you automate your office:

With DataStat, your medical

insurance claims can be

submitted automatically. This

means less paperwork and faster

claims turnaround.

We invite you to consider

DataStat, the Professional Office

Management System, by

Integrated Services Incorporated,

an HMSA subsidiary.

Top Quality
With DataStat you get the powerful IBM Personal

Computer XT^” or AT^“, the latest in microcomputers

from the most reliable manufacturer of office auto-

mation products. It’s hardware that meets all the

demands of your practice.

Responsive Service
ISI — Integrated Services Incorporated — an HMSA
subsidiary, has a team of professionals who will teach

you how to use DataStat. And, our trained technicians

will provide you with maintenance and repair

services, if needed.

Stable Reputation
HMSA has grown up with the health care profession in

Hawaii. We’ve been with you in the past and you know

you can depend on us to be here in the future.

The perfect combination.
The stability of HMSA . , , the service of ISI . . . the quality of IBM

For a demonstration call 944-3554.



IMPROVE YOUR MEDICAL BILLING^

WITH

MIBS
MEDICAL INFORMATION and BILLING SYSTEM
MIBS is an advanced outpatient medical billing system. MIBS is a total in-house system
utilizing an IBM PC/AT or PC/XT. MIBS is designed for Hawaii’s Physicians including
extensive capability for HMSA insurance claim processing. This system offers the

following advantages:

Improve Cash Flow
System improves cash flow through daily billing

which reduces time between service and statement,

statement dunning messages based on account age,

and collection aids.

Track HMSA Claims
Track and automatically resubmit oustanding DSS
and HMSA participating claims, audit payments and
adjustments to insure accurate reimbursement,
submit HMSA and DSS claims electronically, and
analyze payment patterns.

Automate Medical Office

MIBS interfaces with popular word processing,

spread sheet, and data base packages allowing the

physician to automate office functions.

Provide Fiexibiiity

MIBS was designed to provide the user with
extensive options so that the system can be
"customized" without additional programming.

Improve Productivity

Productivity is improved through daily billing

which evenly spreads the monthly workload, on-line

inquiry, efficient claim processing, and easy

error correction.

Provide Management Information

The user is provided with management reports such

as account aging analysis, production, patient

load, procedure utilization, credit balance

accounts, and diagnosis utilization.

Advanced medical billing + IBM PC Equipment (PC/XT or PC/AT
+ extensive PPMS training + professional service + continuous support

For a DEMONSTRATION on how MIBS can improve your MEDICAL BILLING
Call Bill Liggett at 521-2397.

PPMS Pacific Professionai Management Systems, Inc.

1 188 Bishop St. Suite 3010 Honolulu, Hawaii 96813 Ph. 521-2397



show that over 95 percent of recurrent

UTls in adult females are reinfections.

^

Theses

1. Category of recurrent UTI can be

ascertained clinically.

II. Category of recurrent UTI requires

state-of-the-art evaluation and
therapy.

Unless otherwise specified, I refer in

this discussion to recurrent UTIs in the

adult female. Infections in the pediatric

age group — in contrast to those in adult

women — not infrequently constitute the

mode of presentation for a large number
of anatomicophysiologic derangements,

many congenital.

Additionally, pediatric UTIs may in-

deed threaten renal function and/or life

itself. For these reasons, aggressive

evaluation, therapy, and surveillance in

this age group are mandatory. In the

adult male, a commonly occurring reser-

voir of infection in the prostate requires

not only careful search for lower urinary

tract obstructure uropathy but also a

prolonged course of appropriate anti-

bacterials.

Clinical Observation

and Discussion

My first thesis, the category of UTI
can be determined clinically, is inherent

in the definition. Judicious use of urine

culture is critical to this determination.

Only the urine culture verifies the pres-

ence or absence of urinary infection with

reasonable certainty. I have found the

dipslide urine culture method extremely

valuable, owing to its simplicity, accu-

racy, low cost, and adaptability to domi-
ciliary care.

3

Appropriate anti-bacterial therapy ster-

ilizes the urine within 24 to 48 hours.'* If

urine culture at 48 hours is positive (un-

resolved infection), most often it is the

dosage, route of administration, or the

anti-microbial itself that should be
changed. Foci of infection impervious to

drug penetration seldom underlie un-

resolved urinary infections. Therefore, a

urologic work-up is unrewarding as a

rule, and need be pursued only after

therapy with an agent carefully selected

to effect cure has been tried.

In the event that the urine culture is

negative on therapy, but repeatedly and
virtually immediately reverts to positive

when off therapy (relapsing infection),

the frequency of finding an abnormality

causally related to the UTI or of finding

evidence of tissue invasion (e.g.

pyelonephritis) is comparatively high. In

this category of UTI, diligent search for

etiology often rewards the clinician.

TABLE 1

Management Guidelines for Recurrent UTIs in Adult Females

Category

Urine

culture at

48 hours

Urine

culture

after

therapy

Evaluation Therapy

Unresolved -t- N/A None Change anti-bacterial, short-

term course

Relapsing - -t- Urography/ Anatomicophysiologic

Endoscopy correction as required

Reinfected - - None Anti-bacterial, short-term
course

Lesion-specific treatment can then be un-

dertaken.

When infection recurs after variable

intervals of culture-documented cure,

most probably reinfection has occurred.

Because the infection-free interval dif-

ferentiates this category from the relaps-

ing infectons, it matters little that in both

categories the causative organism is usu-

ally E. coli. Work-up of reinfections

yields few, if any, more causally related

abnormalities than would a urot-

graphtic/endoscopic survey of an am-
bulatory, healthy population. In this

category of recurrent UTI, cure almost

always results from the administration of

inexpensive, well-tolerated anti-mi-

crobials (sulfonamides, nitrofurantoin,

trimethoprim/sulfamethoxazole, tetra-

cycline, penicillins, cephalosporins) for

one to three days.*'^ Rapidly recur-

ring reinfections may necessitate low-

dose, bedtime prophylactic anti-

bacterials (sulfamethoxazole, trimetho-

prim/sulfamethoxazole, nitrofurantoin,

acidification combined with meth-
enamine) indefinitely, again with periodic

urine culture. Interesting, refections

continue to recur despite bacteriologic

cure and regardless of length of prophy-

lasix.21 (See Table 1.)

It is important to discriminate between

the relapsing recurrent UTI and the re-

infected urinary tract, because ap-

propriate therapy differs significantly.

That is, long-term prophylaxis needlessly

burdens the patient who has relapsing

infections with inconvenience, cost, and

risk, when cure is at least possible by

other means. On the other hand, the

patient with reinfected urine responds no

better to prolonged therapy than to a

single dose or short-term program — the

latter reducing cost and risk.

My second thesis, the category of re-

current UTI that requires state-of-the-art

evaluation and therapy, is also apparent,

to a degree, in the definition, but more

importantly it has been established in the

impressive clinical trials cited above.

Short-term therapy and individualized

urologic evaluation are unquestionably

good practice. Fair et al. estimated a

$62.5 million annual savings (1974

dollars) as the result of reducing the

standard 10-day course of anti-bacterial

or antiseptic to a three-day course in the

treatment of UTI.** Exclusion of “rou-

tine” excretory urography and/or
cystoscopy in the work-up of patients

with recurrent UTIs will likewise reap a

not inconsiderable dollar savings.*

Conclusion

Recurrent UTI remains a common
problem in adult females, estimated to

account for five million visits to the phy-

sician annually. In most patients each

episode represents a newly acquired or-

ganism (reinfection), although a small

number of recurrent infections result

from failure to eradicate a prior infection

(unresolved or relapsing). Most UTIs in

women can be managed by targeted uro-

graphic and endoscopic evaluation and

by single dose or short courses of anti-

bacterial agents.

It is hoped that this critique will serve

to spur efforts in the management of

UTI toward cost-reducton and enhanced

safety without sacrificing therapeutic ef-

fectiveness.
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Accredited Programs of CME allow one unit of AMA credit for

each hour of instruction excluding all “breaks.” Some programs
also are accredited for AAFP prescribed credit.

LOCAL ACCREDITED PROGRAMS
ONGOING

For a complete list of ongoing programs, please refer to the

September 1985 issue of the HAWAII MEDICAL JOURNAL.
Further information is available through the Individual institu-

tions or through the HMA’s CME Department.

SPECIAL EVENTS
All special events should be confirmed with the CME program
sponsors, as cancellations are not necessarily reported to the

HAWAII MEDICAL JOURNAL.

Oct. 10-12, Hawaii Medical Association 130th Annual Scien-

1986 tific Meeting — Stress and Heart Disease, Jennie
Asato, Hawaii Medical Association, 320 Ward
Ave., Suite 200, Honolulu 96814, (808)
536-7702. Location: Westin Ilikai Hotel, Hono-
lulu.

Oct. 18-25,

1986

Operative Arthroscopy, Janet Frank, assistant

director. Continuing Education in Health Sci-

ences, UCLA Extension, 10995 Le Conte Ave.,

Room 614, Los Angeles, Calif. 90024, (213)

825-8423. Location: Maui.

Oct. 18-26,

1986

Annual International Body Imaging Conference,

Dept, of Radiology, West Park Hospital, 22141

Roscoe Blvd., Canoga Park, Calif. 91304, (818)

340-0580 X280. Travel agent: Innovations in

Travel, 9545 Reseda Blvd., Northridge, Calif.

91324, (818) 701-1164. Location: Maui Marriott.

Oct. 20-24,

1986

New Approaches to the Evaluation of Neoplastic

Lymphoproliferative Disorders, co-sponsored

with the University of Southern California, Dr.

John Parker, professor and co-chairman. De-

partment of Pathology, University of Southern

California School of Medicine, 2025 Zonal Ave.,

Los Angeles, Calif. 90033, (213) 224-7121. Loca-

tion: Maui.

Nov. 2-8,

1986

Districts VIl-IX Continuing Medical Education,

American College of Obstetrics and Gynecology,

600 Maryland Ave., SW, Suite 300E, Washing^r

ton, D,C, 20024, Attp: Barbara KaiHas, (202)

638-5577. Location: Hyatt Regency Mau);

Nov. 5, 1986 Neurology Update: Parkinsonism and Other
Movement Disorders, Julie Woo, Straub Foun-
dation, 888 S. King St., Honolulu 96813, (808)

523-2311. Location: Hyatt Regency, Honolulu.

Nov. 30-

Dec. 3,

1986

Kawasaki Syndrome Research Conference, co-

sponsored with the American Heart Association,

the Center for Disease Control, and the NHLBI
of the NIH. Location: Kauai Hilton and Beach

Villas.
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Van Sonnenberg Sump Hemiacidrin
Dissolution of Staghorn Calculi

. . . ever newer techniques

Albert J. Mariani, MD*; Decha Intaraprasong, MD; Peter R.

Clapp, MD; Arlene Pestana, Anandom Hariharan, MD; Ulrich

K. Stams, MD.

A percutaneously placed Van Sonnenberg sump was successfully used in order to

dissolve an infected staghorn calculus in two female patients using 10 percent hem-
iacidrin solution. At one-year follow-up the patients are asymptomatic and infection-

free. Advantages of percutaneous chemolysis over ureteral catheter chemolysis include

fewer problems with catheter migration and hemiacidrin cystitis and the patient is

catheter-free and ambulatory.

Hemiacidrin chemolysis is safe, but patient care is demanding. Principles of success-

ful hemiacidrin chemolysis include close patient-monitoring, free catheter drainage,

systemic antibiotic coverage, and the prevention of the distal migration offragments.

Chemolysis is not necessarily cost-effective. In this study the break-even point

relative to the average cost of nine nephrolithotomies occurred on the 20th hospital

day.

Introduction

Endourologic techniques have changed

urologic thinking. Older treatment mo-
dalities such as chemolysis, which were

impractical because of limitations in the

state of the art, need to be re-evaluated

in the light of new capabilities.

Armamentaria from other medical dis-

ciplines also need to be re-evaluated for

use in urology.

One such device is the Van Sonnenberg

sump (Medi-Tech: Watertown, M.A.)
which was designed for abscess drainage.*

The #12 French Van Sonnenberg sump,
if passed percutaneously into the renal

pelvis, has the irrigation capacity of a #3

French and the drainage capacity of an

#11 French catheter.

From the Departments of Urology and Invasive Ra-

diology, Kaiser Medical Center and the University of

Hawaii John A. Burns School of Medicine, Honolu-
lu, Hawaii.

Read before the 60th Annual Meeting of the Western

Section of the American Urological Association.

Reno, Nev. (July 15, 1984.)

• Requests for reprints:

Dept, of Urology, Kaiser Medical Center

3288 Moanalua Rd., Honolulu, Hawaii 96819

Case 1: S.C. (M.R. 434845): A 23-

year-old woman of Chinese-Caucasian

descent presented herself in February

1981 with a history of recurrent Proteus

mirabilis UTI characterized by dysuria,

frequency, and mild flank tenderness. A
temporary favorable response was
achieved with antibiotic treatment. Uro-

logic evaluation revealed a 7 cm right

staghorn calculus with secondary hy-

dronephrosis on excretory urogram and
> 100,000 C.F.U./ml Proteus mirabilis

on urine culture. The patient became
asymptomatic on a course of ampicillin,

which cleared the urine. Because the pa-

tient was a strict Jehovah’s Witness, an

attempt at ureteral catheter hemiacidrin

chemolysis was offered as an alternative

to a nephrolithotomy which the patient

was reluctant to undergo.

A special consent was obtained and
three attempts to dissolve the calculus

resulted in a 30 percent reduction in the

size of the calculus; however, in each

instance the irrigation was discontinued

within 24 to 96 hours because of catheter

migration which resulted in flank pain,

nausea, rigors, and fever despite negative

urine cultures and antibiotic coverage.

These symptoms promptly resolved when
the hemiacidrin irrigation was discon-

tinued and the ureteral catheter was re-

moved. The calculus had been irrigated

for a total of 80 hours at a rate of 80

cc/hour. The patient experienced hem-
icidrin cystitis which was controlled with

antispasmodics and by increasing fluid

intake.

Because the patient was asymptomatic

on p.o. ampicillin, she was reluctant to

undergo further attempts at chemolysis.

No further reduction in the size of the

calculus was noted despite sterile, nor-

mally acidic urine. On serial KUBs the

calculus became increasingly radiopaque.

The patient elected to undergo an at-

tempt at percutaneous hemiacidrin
chemolysis of the calculus. On ampicillin

systemic coverage and under sedation, a

#12 French Van Sonnenberg sump was
introduced percutaneously into the renal

pelvis between the calculus and the

mucosa 2 cm down the ureter. Hematuria
persisted for three days after sump place-

ment. Eight grams of alpha caproic

amino acid were administered over eight

hours with resultant rapid clearing of the

urine. Twenty-four hours after the urine
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FIGURE 1

Case I: Original Calculus

had cleared, 10 percent hemiacidrin was
instilled by gravity at 30 cm of water
pressure at a rate of 80-100 cc/hour
through the port of the Van Sonnenberg
sump. Free drainage of urine, hem-
iacidrin and sediment from the dissolving

calculus was maintained by manual ir-

rigation of the drainge port t.i.d.

The patient had several acute episodes

of flank pain accompanied by nausea,

and a single episode of fever to 38.3

degrees centigrade orally. These were
promptly relieved by discontinuing the

hemiacidrin irrigation, manual irrigating

the drainage port, and irrigation with

normal saline for one to 12 hours. Symp-
toms correlated with sump obstruction

and not with urine culture findings which
were usually negative but on occasion

grew low counts of contaminants.

Throughout the irrigation period the

patient was covered with 250 mg am-
picillin q.i.d. p.o. By the 36th day and
after 550 hours of hemiacidrin irrigation,

there remained a 3 mm calcification in a

dependent ectatic lower pole calyx. De-
spite irrigation to the 44th hospital day
for a total of 650 hours of hemiacidrin,

there was no further dissolution of the

remaining calculus.

Upon discharge from hospital, the pa-

tient was continued on ampecillin for six

weeks. During that period she was
treated for an E. coli cystitis with

Furadantin macrocrystals and sub-
sequently maintained on a regimen of 50
mg Furandantin macrocrystals at h.s. At
follow-up at one year she was
asymptomatic, infection-free, and the 3

mm residual calcification had remained
unchanged (Fig. 1-5).

Case 2: H.F. (M.R. 236284). A 32-

year-old Caucasian woman presented

FIGURE 2

Case I: 77 hrs. Renacidin

herself in April 1983 with a 10-month
history of urinary frquency and left flank

discomfort. She had been treated for two
episodes of Proteus mirabilis UTI during

the previous two months with temporary
symptomatic relief. There was a signifi-

cant past history of the spontaneous pas-

sage of two, left-sided ureteral calculi 12

years previously. Urologic evaluation re-

vealed a left-sided staghorn calculus

which was relatively radiolucent, and a

100,000 C.F.U./ml Proteus mirabilis

culture. The urine was cleared of infec-

tion with p.o. ampicillin, which caused

resolution of the irritating symptoms on
voiding but not the persistent dull left

flank discomfort.

A left nephrolithotomy was offered to,

but declined by the patient; therefore, the

option of percutaneous hemiacidrin ther-

apy was offered and accepted. A special

consent was obtained. The Van Son-
nenberg sump was placed and managed
as in Case 1. During the irrigation there

were three episodes of flank pain with

nausea and vomiting, which were man-
aged successfully by manual irrigation of
the sump after discontinuing the hem-
iacidrin. The sediment which obstructed

the catheter had the consistency of clay

and tested positive for calcium, phos-

phorus, magnesium and protein. After

100 hours of 10 percent hemiacidrin ir-

rigation over eight days at a rate of 100

cc/hour the calculus was no longer pres-

ent on KUB with tomograms. The irriga-

tion was continued for two additional

days, however.

The patient was discharged on a six-

week course of ampicillin 250 mg q.i.d.

p.o. During this period she had two
episodes of E. coli cystitis which were
treated with Cotrimoxazole, after which

FIGURE 3

Case I: 185 hrs. Renacidin

she was placed on a maintenance low-
dose Cotrimoxazole suppression regime.

At three-month follow-up, a 2 mm
calcification was noted in a dependent
left lower pole calyx. At one-year follow-

up, the patient was infection-free, off

antibiotics and there was no change in

the appearance of the calculus.

Cost Effectiveness

The cost of nine nepnrolithotomies

performed at this institution from 1977

to 1983, including hospitalization, sur-

gery, anesthesia, blood products, labora-

tory, medications, supplies, and six

weeks’ disability was calculated to have
been $12,900 per patient. The average

cost per day of percutaneous chemolysis,

including hospitalization, procedure fees,

laboratory, medications, supplies, and
one week of disability after discharge was
$660 per patient. If these figures are rep-

resentative, the break-even point in terms

of cost-effectiveness would occur at 19.5

days.

Discussion

Hemiacidrin, a mixture of magnesium
organic acid salts buffered to a pH of

4.0, was developed in the 1950s for

chemolysis of struvite calculi. Its use in

the early ’60s, prior to a good un-

derstanding of the pathophysiology of

infection-related stones, was thought to

contribute circumstantially to the deaths

of at least seven patients. 2. 3. 4, 5 Retro-

spective review suggests that these were
septic deaths due to uncontrolled urinary

tract infections complicated by drainage-

catheter obstruction. The Federal Drug
Administration subsequently prohibited

the use of hemiacidrin in the urinary

(Continued on page 315)
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liVHAT SUCCESSFUL PROFESSIONALS

Today’s productive professionals have the freedom to go most

anywhere on Oahu and still stay in constant communication with their

offices, their patients, their clients, their customers, their suppliers.

With advanced mobile and portable cellular telephone service from

Honolulu Cellular Telephone Company.

Our superior cellular service gives busy business people the ability

to respond quickly to any situation. Saving them valuable time and money.

Making travel time billable time. Giving them the added benefit of

being “on call” to those who need their services.

Whether you’re expanding a business or nurturing a practice, you’ll

never be out of touch by phone.

Only Honolulu Cellular Telephone Company can provide crystal-clear

transmission quality through our superior network of cell sites all over the

island. And providing unsurpassed customer service from our local offices.

That’s why Honolulu Cellular Telephone Company is the best value for

cellular service.

Find out how our new cellular telephone service can help you

in your business or profession. Call us and we’ll give you the

complete cellular story. It has success written all over it.

Honolulu Cellular
TelephoneCompany

We’re changing the way Oahu talks.

1161 Kapiolani Boulevard, Honolulu, Hawaii 96814/545-4765

NOW AVAILABLE

'‘Always In Touch Z
Package.

HCTC’s revolutionary Always
In Touch^*^ communication
package means you’ll never

miss a call. Always In Touch™
uses voice mail and paging to

answer your calls when you
can’t and to alert you when
important calls are waiting.

Phone us for details.

HAVE IN COMMON.

ERICSSON ^
Or visit any of our authorized agents;

EPOCH ELECTRONICS DIVERSIFIED COMMUNICATIONS TELEPHONE SERVICES HAWAII, INC. AUTO AUDIO
Honolulu 537-3036 Honolulu 395-3896 Honolulu 841-5819 Honolulu 526-0683



We lease all kinds.
%

Name a vehicle.

Any vehicle from a four-door sedan to a

dump truck, and chances are that GECC Hawaii

Leasing can put you behind the wheel.

Or behind the four-wheel.

Or even behind the 18-wheeler.

We’re Hawaii’s largest vehicle leasing

company, and a part of the $17 billion General

Electric Credit Corporation. We offer

competitive rates and flexible terms on individual

vehicles or fleets, with the ability to provide fast,

timely service.

700 Bishop Street, 9th Floor

Honolulu, HI 96813 Ph. 527-8333

And we even offer a program of sale/lease

back where GECC buys your existing vehicle

fleet and leases the fleet back to you. Proposed

tax law changes may alter some of the tax

benefits of leasing. So give us a call today.

And we’ll give you a vehicle.

Because no one wheels and deals better

with you or your company than GECC.

GECC HAWAII LEASING

GECC
Financial
CORPORATION

a division of:

First and Second Mortgage Financing for Commercial and Residential Real Estate • Credit Lines for Individuals and Businesses
Equipment and Vehicle Leasing • Inventory and Receivable Financing • Thrift Investment Programs

Member FDIC



FIGURE 4

Case 1: 230 hrs. Renacidin

VAN SONNENBERG
(Continued from page 312)

tract above the bladder.

Several investigators have since then

demonstrated the safety and effectiveness

of hemiacidrin in the irrigation of

nephrostomy tubes after nephrolitho-

tomy/’ * de novo chemolysis by
ureteral catheter systems,’ and by per-

cutaneous nephrostomy. 'O’ " Safety is

dependent upon close patient-monitoring

which, when properly carried out, is a

difficult task at best. At the first sign of

obstruction, characterized by flank pain,

nausea and vomiting or of sepsis, charac-

terized by fever, irrigation should be dis-

continued immediately and not restarted

until the obstruction has been cleared

away and/or the infection has been suc-

cessfully treated.

Symptoms correlate better with ob-

struction than with infection; however,

hemiacidrin chemolysis should not be at-

tempted in the presence of infection.

Chemolysis is relatively contraindicated

for patients who are unable to cooperate

and for paraplegics unable to experience

flank pain. Patients must be monitored

with frequent KUBs with tomograms,
CBCs, serum electrolytes, creatinines,

phosphorus,'* and magnesium.

Advantages of chemolysis over
nephrolithotomy include preservation of

renal parenchyma, >3’ '>’ '5 avoidance of

anesthesia and the scar and disability

of an incision. If the calculus is soluble

there may be a decrease in the rate of

recurrence and of subsequent infection.'"

The disadvantages of chemolysis, as

compared with nephrolithotomy, include

an inability to dissolve the calculus.

While hemiacidrin can dissolve struvite,

apatite is less soluble and calcium ox-

FIGURE 5

Case I: 415 hrs. Renacidin

alate, uric acid and cystine are insoluble.

Stones of mixed composition may be
present in up to 50 percent of cases. '«

Chemolysis must not precede the correc-

tion of anatomic defects which are likely

to predispose to recurrence. '* Be-
cause the patient and the irrigation sys-

tem require close monitoring, both physi-

cian and nursing care is more demand-
ing. Lengths of stay under chemolysis —
while widely variable — tend to be long;

thus, this modality is not ncessarily cost-

effective. These difficulties generally re-

strict chemolysis to patients who are not

candidates for nephrolitotomy.

Summary

The advantages of percutaneous
chemolysis over ureteral catheter

chemolysis include fewer problems with

catheter migration and obstruction, hem-
iacidrin cystitis is avoided, and the pa-

tient is fully ambulatory. Any renal

pelvic irrigation system that follows the

principles of frequent patient-monitor-

ing, free catheter drainage, appropriate

systemic antibiotic coverage, and distal

ureteral obstruction during chemolysis to

prevent migration of fragments should be

effective. With present endourologic

techniques, de novo chemolysis of stones

may, in fact, be obsolete.

Chemolysis, however, may have an ad-

juvant role. As the surface area of the

calculus is increased relative to its vol-

ume, so does the speed of dissolution.

Endourologic procedures are capable of

reducing the bulk of the calculus, and in

the process can increase the surface-area-

to-volume ratio of remaining fragments.

Hemiacidrin, therefore, should prove

useful to dissolve fragments that would
otherwise predispose to infection and
calculus recurrence.'*’ '''’ '* The ban on

the use of hemiacidrin should be re-

considered, therefore in the light of mod-
ern management of stones the result of

infection.
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Membership
Welcome greetings to Bradon Y.

Kimura, the newest active member of

HAFP. He recently completed his FP
residency in Omaha, Neb., and resides in

Holualoa on the Big Island. We are los-

ing two active members, however. We
bid aloha to David Livingstone, who is

moving to Fort Worth, Texas, and Ken-

neth Steinweg, a member of the Ex-

ecutive Council and chief of the FP resi-

dency program at Tripler, who is being

reassigned to South Carolina where he

will begin a fellowship in geriatrics. The
Family Practice Department at Tripler is

being closed, but at Schofield the depart-

ment will be greatly enlarged and in

charge of outpatient services . . . Con-
gratulations to Don Farrell, HAFP presi-

dent-elect, on receiving an award for

“Excellence in Teaching” from the UH
medical school. He also attended the re-

cent AAFP State Officers’ Conference in

Kansas City — more on that later.

Executive Council
Lincoln Luke, HAFP president, re-

cently appointed Izumi Kobashigawa to

the Council to serve the remaining term

of Lloyd Kobayashi, who had resigned.

Luke also appointed the following com-
mittee chairmen: John Aoki - Education,

Bernard Chun - Legislation and Govern-

ment Affairs, Jennifer Frank - Mental

Health, Robert Hollison - Public Rela-

tions, Howman Lam - Hospitals, Lily

Ning - Membership and Membership
Services, Sandra Penn - Cancer, Fred

Reppun - Bylaws, and Nathan Wong -

Minority Health. Luke himself will chair

the Public Health-Scientific Affairs com-
mittee.

State Officers’ Conference
AAFP President Richard Inskip in his

address to the S.O.C. in Kansas City

sounded optimistic on the present and

future of family practice. To ensure the

continued positive image of the specialty,

the Academy, in conjunction with the

American Board of Family Practice, is

developing a multimillion-dollar public

relations program. Funds for the three-

year program will come from AAFP,
ABFP, and from pharmaceutical dona-

tions. It will not be necessary to assess

the membership as had previously been

projected.

Reporting on his own efforts to pro-

mote the specialty. Inskip said: “I’ve

been traveling all over the country. I’ll

speak even to a group as small as two or

three people, or to a professional society

or a multimillion audience through our

media to bring the message of family

practice to them. And it is an easy

message to bring. I do it with enthusiasm

because the product is good!”
Speaking on the role of chapters in the

Academy, Dr. Robert Graham, new ex-

ecutive vice president, noted that the fu-

ture of the chapters is the future of the

Academy. He stated that some issues fac-

ing family physicians, e.g. hospital

privilege problems, are best-addressed at

the local or chapter level. Others, such as

medicare reimbursement, are best-han-

dled at the national level. A third group

requires both local and national involve-

ment, namely tort reform. He urged

chapter officers to involve themselves

forcefully with their state legislatures in

working toward resolution of the

malpractice insurance crisis.

AAFP Annual Meeting
The 38th Annual Convention to be

held in Washington, D.C., promises to

be an outstanding experience. The dates

are as follows: 1986 Congress of Dele-

gates meets Saturday, Sept. 27 through

Monday, Sept. 29; the Scientific As-

sembly takes place Monday, Sept. 29

through Thursday, Oct. 2. Members have

probably received the program brochure

by now, and should make sure to register

early. This should be a great time to visit

our nation’s capital. The summer tourists

will have left, the weather should be

beautiful, and many special events and
tours have been planned for physicians

and their families along with an exciting

and varied CME program. Plan to be

there!

Hawaii Review 1987
It is not too early to plan for our own

chapter’s annual meeting, another joint

venture with our Canadian colleagues

from British Columbia. It is set for Feb.

12-17, 1987 at the Hilton Hawaiian Vil-

lage. We urge members to sign up now; it

will save you money and ensure you a

place in the special seminars with limited

registration. Also, if you require a room,
please do not wait until the last minute
— Honolulu really does become “sold

out” in February. The planning commit-

tee has come up with an excellent CME
program, featuring speakers such as

Hiram Curry, Elliot Rapaport, David Li,

and others from the U.S. Mainland and
Canada along with many outstanding lo-

cal speakers. The major topics are im-

munology, neurology, infectious dis-

eases, and cardiovascular diseases. There
will be an ob-gyn seminar running con-

currently with daily sessions. The “Sea-

side Chats” will provide for informal

gatherings with the main speakers at the

conference. Several social events, a

spouse program and even a “Fun Run”
provide a change from the scientific con-

centration. All in all, “Hawaii Review”
should be a wonderful experience for

Hawaii physicians and their families as

well as for our visitors from Canada and
the Mainland. Register now and be a part

Marlies Farrell

Executive Secretary
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REAL ESTATE
OPPORTUNITIES

OCEAN-BEACH-FEE SIMPLE

Over 38,000 sq. ft. of fee simple land with sandy beach, two

dwellings, tennis court & room for a pool. Beautiful Ewa Beach

in the path of progress. Island retreat or second home property.

$525,000

Call 3ane Dunn (R) 373-3227

Ontui^ KAHALA HALE, INC.

4747 Kilauea Avenue, Suite 212

Honolulu. Hawaii 96816

®
(808 ) 735-7888

KOKO KAI
Incomparable view from 4 bdrm/S'/z bath Ocean-

front home. Quality and luxury thruout. Beau-

tifully landscaped lawn. Pool, BBQ area, central

air, sprinklers, and solar heating. MLS 22186

$1,100,000 (L)

HELEN HUTTER (R) . . . MARSHA STERN INC (R)

CLORin ORMRON RSSOCIRTE5 INC.
KAHALA OFFICE HAWAII KAI OFFICE

732-1414 395-7522

BEAGTIFGL WHITE WAIALAE IKl HOME
Majestic 4 bdrm, 4 bath with dramatic entry and sweeping views of
ocean/mtns. immaculate, solidly built. Gourmet kitchen with special
places for everything. 2 extra-large garages for 4-i- cars. Never
marketed before. $467,000 (L) Yumi Laney (R) 595-2687.

Mickey Patterson (RA) 373-9633

OTHER WAIALAE KAHALA HOMES
Ainamalu, Diamond Head oceanfront. Fee Simple $2,750,000
Waialae Iki, 4/5 bdrm, 4 bath, DH/ocean view (L) $395,000
Waialae Nui, 3 bdrm, 3 bath, private, fee available (L) $258,000
Kahala home & guest cottage, 10,454 sq. ft. level lot (L) $320,000
Kahala Ave., smaller home on 16,500 sq. ft. lot $375,000

COnLEYPEW
Where Real Estate Is an Art.

333 Queen St. • Suite 710 • Honolulu. HI 96813
A Real Estate Corporation

(808) 524-2844

WAIKIKI
INVESTMENT CONDOS

Prices are on the rise—the inventory is

reducing rapidly. Consider getting in early

on this ascending market.

We offer:

Pavilion at Waikiki

1 -bedroom corner unit with view, up-

graded and fully furnished. (L) $68,500

Waikiki Banyan
Prime 1-bedroom unit in Tower 1, up-

graded and with ocean view, close to

beach. Very few good units left in this

great vacation condo. (L) $120,000

and Agsociafcd’-DoalbiS

Aina Haina Shopping Centre, Suite 126

820 W. Hind Drive, Honolulu, HI 96821 • (808) 373-9869



REAL ESTATE
OPPORTUNITIES

Earl Thacker Ltd.
SINCE 1930, l TRADITION In HAWAII'S REAL ESTATE INDUSTRY

KULA, MAUI

A rare jewel high on the slopes of Halea-

kala. Beautiful furnished 4 bdrm/3V2
bath home with 2 fireplaces. The floor-to-

ceiling windows maximize breathtaking

views. Surrounded by 10 Fee Simple
acres of unmatched ambiance.$750,000

Allene Floyd (RA) 396-9600

9999 Kalakaua Avanua, SuHa 141S, Phona 923-7668

SCULLY ROGERS LTD.
Presents

Hawaii’s Finest Real Estate

PACIFIC HEIGHTS PROMONTORY. $1,575,000
The Queen would have picked this site for viewing her

Island. Un-parallelled 55.188 sq. ft. Fee Simple Over 5,600

s.f. under roof Manicured grounds, circular driveway,

gourmet kitchen, maids room. shop. 20x40 bving room with

split coral fireplace, high ceilings and more, more, more
- - but most of all the best view we have ever represented.

PALEHUA 8 ACRE EXECITTIVE RANCH
$780,000

Back on market with new lease on life . . which seller will

pay for the next 5 years Offered at only a fraction of

replacement costs New mam house of blue chip design,

guest house, caretakers home, sheds, coupes, gazebo,

green house, kennels, night bghtmg. sprinkler system and
more Only 30 minutes from town with pnvacy of Palehua.

KAILUA FEE SIMPLE CXTEANFRONT. $895,000
On the secluded part of Kailua Beach mid prestige homes
IS this 38.383 sq ft Fee Simple property 4 bedrooms plus

family room Good architectural design with generous use

of soft woods Great family home with 2 miles of )oggmg
and swimming beach

922-4622 • 395-6524
2222 Kalakaua Ave . Suite 713. Honolulu, Hawau 96815

NORTH SHORE
CUSTOM LINWOOD POLE HOME

In BEACHFRONT subdivision. Gourmet kitchen, stained glass.

Jacuzzi bath with marble floors. Wide decks, lots of room lor

storage, work shop, beautifutiy landscaped spacious yard with
moss rock wall.

67-346 Kales Place $198,500 tee

BEACHFRONT DUPLEX
Excellent for HUI. 6 bdrm.. 2 baths, spacious deck fronting wide
secluded SANDY BEACH
67-003 Kahaoac Loop $210,000 tec

SPACIOUS EXECUTIVE STYLE HOME
BEACHFRONT 4 bdrms., 2 baihs plus scpaiaic office, tailic-

dral celling and Teak paneling. Located on a SAND^ BLAC H
with unique rock formations

61-303 Kam Hwy. $365,000 tec

AAorianne
Abrigo. Properties

P.O. Box 867, Halelwa, Hawaii 96712 637-3511

Yacht Harbor Towers

APT 3903 2 Bcdrccm Dcmodcicd

APT 1701 ...2 bedroom New Kitchen

APT 1904 . 1 bedroom. VicT* fee

APT 1707 . 1 bedroom Completely rumishcd

Call u« for further details on these and other fine

listing,6 in prestige condominiums

•Denote* leasehold

siAbk
(808) 944-8744

Attention . . . to details help our clients avoid

all kinds of pitfalls in their buying & selling of real

estate

Attention . . . to our clients, keeping them
fully informed of the market place, escrow and the loan
companies

Attention . . , Sellers, we have almost depleted

our inventory. We need NEW LISTINGS AND FAST!
Please call us if you WANT TO SELL SOON. We have
over 95% of listings SOLD. It is a soUd record we are

Proud of. We are proud of our honesty & diligence. DO
call .

JOHN & CHU LAN SHUBERT: 538-3500.

SHUBERT PROPERTIES
naa Bishop Street Suiie 2801 . Honolulu dosi

3

Recent Sales: Soldi Soldi Soldi
1436 Auwaiku St.

LiliuokalanI Gardens #1816
Olscovefy Bay #1602
KJngsGate #2306
Village Maluhla #900, #807
Windward Harbour #212A
Hokutoa ‘B " #220E
Canterbury PI. #220
Ala Wai Palms #508
Seaside Towers #1207
1761 Halekoa Drive

DIAMOND HEAD OCEANFRONT

Palm tree patterns in the sand and an azure
ocean. Build your castle on this private lot of

31,390 sq. ft. running from Kulamanu Place to

Kaalawai Beach. Six rental units presently on
property. Please call for details. $2,500,000. FEE
simple

VI Dolman (R) 373-4883

dolman
—OCfW m^1^ REALTORS

BEACHFRONT!
LANIKAI

— reduced to $595,000, as excellent price for

fee simple proi>erty on one of the world's
finest beaches! Spe^cnlar view of bine Pa-
cific and o&hore islands. A two bedroom,
one and one-half bath cottage with large liv-

ing area, pins a small stndlo. MLS *22391
Audrey Hansen (R) 254-4666

KAILUA BEACH
— an elegant exeentive home with marvelotu
privacy and a breathtaking Kailna Bay view!
Courtyard entry — an architect-d^gned
home with four bedrooms, three baths,
spacious protected lanai area with spa.
Lease, $600,000. MLS *21549

Glenn Bean (RA) 262-8722

LTD.. REALTORS
25 KANEOHE BAY DRIVE
KA'LUA, HAWAII 96734
Telephone 254-3521

MALAEKAHANA BEACH RENTAL

Rent a luxurious 6 bedroom 4-bath home at Malaekahana Bay.

This exquisite estate is one of the most beautiful country

rentals on the North Shore and is perfect for a two-family

vacation. The property can sleep up to 16 people and includes

a car. paddle tennis court and outdoor spa overlooking the

ocean Call for brochure: $250 a day

Nancy Bathen (R) 395-4565

HILL & CO.
specialists in fine residential properties

HONOLULU
373-9844

READY-MADE
DENTAL PRACTICE
Long-established professional

practice in highly desirable Kahala

location. Price includes lease,

goodwill, furniture, fixtures and

client list.

Call Bill Sewell (R), or . . .

SPENCER/SEWELL REALTY, INC.
975 Kepiola.'ii Bivd (808) 537-5511
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Effusions

The abnormal accumulation of fluid in

the body cavities, effusion, is a common
diagnostic problem. It is not a disease

but is a manifestation of a disease pro-

cess. The cause is often obvious as in

congestive heart failure but whatever the

cause, it requires study because the ef-

fusion may be due to a serious, if not

fatal, disease. The fluid provides a source

of diagnostic information that requires a

multidisciplinary study including
chemistry, microbiology, immunology,
histopathology, and cythopathology. The
maximum value of studies require the

proper selection of tests available, and
correlation with the clinical findings. The
simultaneous presence of an effusion and
a disease that can produce fluid ac-

cumulation does not necessarily mean a

causal relationship.

The identification of the etiology of

the effusion is essential for proper man-
agement and treatment. The differentia-

tion of transudate from exudate by
chemical and other studies is not always

reliable.

Transudates are usually protein-poor

fluids caused by diseases outside the par-

ticular cavity, such as congestive heart

failure, cirrhosis, and renal failure. Small

amounts of serous fluid are normally

maintained in the peritoneal, pleura, and
pericardial cavities. This fluid is an ul-

trafiltrate of plasma and its formation
and removal is a dynamic and continual

process. Hydrostatic fluid pressure drives

fluid into the cavities and plasma col-

loidal osmotic pressure drives it back into

the vascular spaces. A disturbance of this

dynamic process results in the trans-

udate.

Exudates are protein-rich fluids caused
by diseases directly involving the organ
or surfaces of the particular body cavity

such as inflammation, infection, infarc-

tion, and malignancies. The transudate

usually has a total protein of less than 3

gm/dl, specific gravity under 1.015 and
a fluid LDH/serum LDH ratio of less

than 0.6. Exudate fluid usually has more
than 3 gm/dl of protein, specific gravity

greater than 1.015, and an LDH ratio

(fluid/serum) greater than 0.6. LDH
isoenzyme studies reveal high levels of

LD-5 in malignant effusions except those

due to lymphomas and small-cell

carcinomas.' Empyemas cause an eleva-

tion of both LD-4 and LD-5. True trans-

udates do not require further testing in

most cases but rare cases have shown a

coincidental evidence of malignancy.

^

The cell count is rarely helpful in the

differential diagnosis. RBC count greater

than 100,000 per cubic mm is usually due
to trauma, infarction, or malignancy.

There usually are less than 1,000 WBC
per cubic mm in transudates and more in

exudates but there is a large overlapping

gray zone. The differential usually shows

more lymphocytes in transudates and
more neutrophiles in exudates, but

lymphocytes increase with chronicity.

The presence of LE cells in pleural fluid

is highly specific but very poorly sensitive

while an anti-nuclear antibody titer of

more than 1:160 is more sensitive al-

though less specific for lupus pleuritis.^

The presence of tumor cells is helpful

in arriving at a specific diagnosis. Tumor
cells are found in more than 50 percent

of a single specimen but the yield in-

creases with the examination of more
samples.

Pleural effusion is most commonly due

to inflammation, cardiac failure, and ma-
lignancy. Helpful studies in the diagnosis

of malignancies in addition to

cytopathologic studies include DNA
stains, immunocytochemistry, flow

cytometry, and electron microscopy. The
differentiation of mesothelioma and
metastatic carcinoma is difficult and

sometimes impossible on cytologic

grounds. Electron microscopy may be

helpful. CEA has been reported positive

in epithelial malignancies and absent in

mesothelial cells. CEA levels of over 11

ng/ml were found only in malignant

effusions. Cultures, in addition to rou-

tine bacterial studies, should include

those for AFB and Legionella.

Pericardial effusion may be due to in-

fection, rheumatologic diseases, malig-

nancy, or uremia. Idiopathic pericarditis

is usually of viral origin but may be due

to bacteria. Cultures for AFB should be

done in addition to routine bacterial cul-

tures.

Peritoneal fluid accumulation may be

due to rupture or leakage from a hollow

organ, spontaneous in chronic ascites,

malignancies, infection, or chronic per-

itoneal dialysis. Negative cultures may be

due to too low numbers of organisms or

non-infectious inflammation.

Routine chemistries such as glucose,

amylase, cholesterol and triglycerides,

and complement are very rarely helpful

and should be ordered only if indicated.

’

Fungus cultures are usually not helpful

unless there is parenchymal or systemic

disease.
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Francis H. Fukunaga, MD

Book
Review/

Orthostatic Hypotension Irwin J. Schatz,

MD, 146 pages. F.A. Davis Co., Phila-

delphia, 1986, $30.

This monograph, of manageable
proportions, succinctly describes the di-

versity of causes, pathophysiology, diag-

nostic evaluation, and chnical manage-
ment of orthostatic hypotension. It is

particularly well-suited for guidance of

the clinician, specialist, or generalist, and
has an extensive up-to-date bibliography

for those interested in more detailed liter-

ature. The author divides the book into

approximately equal proportions of
pathophysiology and diagnosis and man-
agement, with an excellent chapter of

illustrative cases. Since this is clearly a

work for the clinician, perhaps the clini-

cian portion should have come first.

Likewise, a bit more precision in the

details of physical diagnosis and testing,

possibly in an appendix, would have been
appreciated. The “how-to” portion of
management is especially well-done. As
geriatrics becomes a greater part of our
medical milieu, a concise readable mon-
ograph dealing with a problem so debil-

itating in this group is much appreciated.

Alfred Morris, MD
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UPDATE . . . PROTECTION AND
ADVOCACY FOR MENTALLY ILL
INDIVIDUALS ACT OF 1985—From
the Protection and Advocacy Agency of

Hawaii — Congress is putting the final

touches on the new Protection and Ad-
vocacy for Mentally 111 Individuals Act.

The bill designates $33 million over the

next three years for advocacy and protec-

tion for mentally ill people. State protec-

tion and advocacy agencies will be

eligible for not less than $125,000 annual-

ly. Hawaii Protection and Advocacy
Agency along with the national organiza-

tion has been working toward implemen-

tation of this model legislation.

The bill was introduced by Sen. Lowell

Weicker and Rep. Henry Waxman fol-

lowing a six-month investigation and
congressional hearings on the treatment

of patients in state mental institutions.

The investigation revealed numerous in-

stances of physical and sexual abuse, un-

clean and unsafe environments, and at-

mospheres of intimidation, violence, and
secrecy in state facilities for the mentally

ill. The investigation included 31 institu-

tions in 12 states. Of particular concern

were the frequency of forced isolation,

the inappropriate use of medication and
mechanical restraints, and the serious

lack of privacy. The new protection and
advocacy service was developed in

response to weaknesses in state and fed-

eral monitoring systems.

The funds can be appropriated to

protection and advocacy groups that

were created by the Developmental Dis-

abilities Act of 1984. Funds may be spent

investigating suspected abuse or neglect

of mentally ill persons or pursuing their

administrative and legal rights. Protec-

tion and Advocacy Agency of Hawaii is

currently involved in planning and de-

signing of the system for state implemen-

tation in the very near future.

SOCIAL SECURITY WORK INCEN-
TIVE LAW MAY BE EXTENDED.
Identical bills were introduced in the

Senate and House March 19 that would
eliminate a disincentive Supplemental Se-

curity Income recipients face when con-

sidering a return to work.

The legislation, titled the Employment
Opportunities for Disabled Americans
Act, would make Section 1619 of the

Social Security Act permanent. Section

1619, now authorized through June 30 of

next year, allows disabled persons who
get jobs to continue receiving Medicaid
benefits while working until their earned

income exceeds a certain amount. That

amount varies from state to state.

Currently, only about 7,000 out of 2.3

million working-age SSI recipients take

advantage of Sections 1619, primarily be-

cause of disabled persons’ fears that the

program may expire, leaving them
without coverage for medical expenses.

An estimated 600,000 SSI beneficiaries

are either mentally ill or mentally re-

tarded.

The program also is not well-known, a

problem the legislature hopes to remedy
through a provision that would require

the Social Security Administration to

notify prospective participants about the

program, and where feasible, designate a

Section 1619 specialist in district offices

in order to enhance its utilization.

SSI beneficiaries wanting to work have

their SSI benefits reduced $1 for every $2

they earn. In most states, this means a

person earning $757 a month would no
longer qualify for SSI benefits. Section

1619 was originally enacted in 1980 on a

demonstration basis until 1984. Its au-

thorization was subsequently extended to

1987.

For each person who participates in

the Section 1619 program, the federal

government saves an average of $4,000 a

year, according to Rep. Bartlett, who
introduced the bill in the House. “Thus,
for every 10,000 persons who participate

in the program, we save $40 million per

year,’’ he noted. Moreover, SSI recipi-

ents who work pay income taxes and
about one-third of them end up receiving

coverage from their firm’s employee
health benefit plans, further reducing

federal Medicaid expenses for this group,

he said.

NEW PRODUCT UTILIZES ORAL

REHYDRATION FOR SYMPTOMAT-
IC DIARRHEA TREATMENT AS
RECOMMENDED BY WORLD
HEALTH ORGANIZATION. From
USV Laboratories, Tarrytown, N.Y.,
May 1986—Gastrolyte, a new, non-
prescription product for oral rehydration

in diarrhea, is being introduced by USV
Laboratories. It is the first commercially
available anti-diarrheal product in the

U.S. that meets the standards recom-

mended by the World Health Organiza-

tion for oral rehydration in diarrhea.

Pleasant-tasting and easy to use,

Gastrolyte is appropriate for patients of

all ages and is compatible with all anti-

diarrheal medications.

Gastrolyte is designed for use both at

home and when traveling. It is available

in convenient, premeasured packets with

its own container for mixing with water.

LEDERLE TO CONTINUE DTP
DISTRIBUTION DESPITE IN-
SURANCE EXPIRATION. Wayne,
N.J., May 20, 1986—After considerable

review, Lederle Laboratories, a division

of American Cyanamid Co., announced
today it would continue to supply DTP
vaccine despite expiration of its insurance

on June 30.

Robert B. Johnson, president, said the

company would have no replacement

coverage for DTP when the current poli-

cy runs out.

Johnson said that to cover the liability

exposure the company would face, fol-

lowing expiration of its insurance on the

product, an increase in the price of the

vaccine from the current price of $4.29 to

$11.40 per dose. The new price would
include $8 for product-liability reserve.

“The price increase is due entirely to

the claims situation. It is required to self-

insure the company for future liability

exposure,’’ Johnson said. “It is the only

way we can remain in the market.’’

AGING POPULATION RESHAPES
HEALTH CARE SYSTEM. American
Hospital Association—By the time to-

day’s 30-year-olds celebrate their 65th

birthdays, they will be part of a demo-
graphic revolution. The number of peo-

ple 65 years of age and over will more
than double in the next 35 years, reach-

ing a projected total of more than 45

million (15.5 percent of the total U.S.

population) by 2020, according to the

U.S. Bureau of the Census. On July 1,

1983, for the first time in history, the

number of people in the U.S. over the

age of 65 was greater than the number of

people under age 25. Every day the total

number of seniors (65 years and older)

increases by 1,600.
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The best doctors get sued.
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Hawaii’s First Ophthalmologist

Robert C. Schmitt, MA*

Although professionally trained Western physicians had lived in Hawaii since 1811,

the various medical specialties remained unrepresented for many years, and all care in

the mid-I9th century still depended on the efforts of general practitioners or their

native counterparts, the kahuna lapa'au. Ophthalmology was no exception to this lack

of specialization.

Hawaiian tradition relied heavily on
medicinal herbs and earnest prayer for

most eye ailments. Cataracts were
treated by “gently scraping the surface

of the cornea with a bit of soft kapa.'

Western medicine was only slightly

more sophisticated. When Dr. Dwight
Baldwin, the mission physician at Lahai-

na, “was taken myself (in 1836) with

violent inflammation of the right eye,”

for example, he treated his condition

with “an active cathartic of colcynth and
cal” and epsom salts, and “applied

blisters behind the ears — still washing
eyes often with cold water.

Five years later, his colleague in Hono-
lulu, Dr. Gerrit P. Judd, employed even

more heroic measures to treat Juliette

Montague Cooke, who had accidentally

poured a mixture of castor oil and am-
monia into her eye instead of eye water.

^

The patient later reported that she “was
bled eight or 10 times, twice the temporal

artery was opened and a pint at a time

taken from the temples; blisters,

cathartics, tartar emetics, etc., were my
constant companions for, I cannot say

how many days.”"*

Eyeglasses were not available locally

until 1846, when E.H. Boardman, a Ho-
nolulu watch and chronometer maker,
began to stock them. Prior to that time,

island residents in need of spectacles had
to order them from Boston, enduring a

wait of a year or longer. The first

Oahuan to call himself an optician, Au-
gust Kraft, did not set up shop until

1879.5

This scarcity of professional expertise

abruptly ended in March 1866, with the

arrival of Dr. Joseph Nicholas Becht-

• State Statistician

Hawaii State Department of Planning and Eco-

nomic Development
P.O. Box 2359

Honolulu. Hawaii 96804

inger. Disembarking from his ship after

a 15-day voyage from San Francisco, he

immediately set about opening an office.

On March 24, both of Honolulu’s ma-
jor newspapers carried advertisements

announcing his practice: “G. Bechtinger,

MD, offers his services as physician and
surgeon to the public of Honolulu. He
may be consulted in the English, French,

German, Spanish, and Italian languages.

Particular attention given to diseases of

the eyes. Office hours from 9 a.m. to

midnight, and from 2 to 4 p.m., at the

drug store of J.M. Smith & Co.”® (Both

advertisements unaccountably got his

first initial wrong.)

Further information appeared in a

news item in the Gazette: “DR. BECHT-
INGER — We beg to call attention to

this gentleman’s card in today’s paper

who we understand comes highly recom-

mended with the best of credentials. The
doctor was for some time engaged in one

of the hospitals at Washington during

the war, and subsequently went to Mex-
ico. The typhoid fever, however, at-

tacked him at the city of Mexico, and he

was compelled to leave that country. The
doctor speaks seven different languages

fluently, including English.”''

Bechtinger was a native of Austria,

born in 1834 or 1835.* He described

himself as a “general practitioner, doc-

tor of total medical science, fellow of the

medical faculty of Vienna, of Mexico,

the Doctors Collegium of Trieste, as well

as the Austro-Hungarian Geographical

Society, etc.” Although fluent in numer-

ous languages, he regarded Italian as his

mother tongue.’ He was apparently un-

married at the time he resided in Hawaii.

“Kauka Bekinika” soon impressed pa-

tients with his abilities. Less than three

months after the opening of his office, a

Hawaiian-language newspaper praised

his work:

DISEASES OF THE EYE — In

the past several years, eye ailments

have been widely noticed amongst
us, and have frequently become a

contagion. We have heard, these

past few weeks, that the eyes of

certain people Doctor Bechtinger

(sic) has attended to are very well

cured and this we wish to make
publicly known. He is the sort of

physician much desired by all.'®

No record has survived of the methods
and equipment used by Bechtinger. Sig-

nificant progress had occurred in

ophthalmology during the decade or two
immediately preceding his arrival in Ha-
waii. In 1851, for example, Helmholtz
invented the ophthalmoscope; six years

later, Graefe introduced the operation of

iridectomy and, according to one his-

torian, “ushered in the modern era of
ophthalmic surgery.”" As (presumably)

a recent graduate of a European medical

school, Bechtinger was surely aware of

these developments. Whether he was able

to make effective use of such techniques

in an outpost like Honolulu is, however,

unknown.
Bechtinger lived in Hawaii for a year.

During that time he traveled extensively

throughout the kingdom and closely ob-

served island conditions. In July 1866 he

moved his office to “the building next

above Chase’s Photographic Gallery on
Fort Street.” His advertisements ran reg-

ularly until Sept. 15. On March 4, 1867,

he sailed on the China Packet for Hong
Kong, leaving Hawaii forever.'*

Two years after his departure, Becht-

inger published a 204-page book, Ein

Jahr auf den Sandwich-lnseln. In it he

described (in German) not only his own
experiences in Hawaii but also the “land,

people, habits and customs, imports, ex-

(Continued on page 324)
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Doctors get

sick too
And when they do,

Connecticut Mutual
protects their income.

• High Benefit limits to replace lost

income.

• Coverage is non-cancellable and

guaranteed.

• Proportionate benefits when

only you can

work part time

but still need a

full-time income.

• Rehabilitation

benefits 24X

monthly benefit

in addition to

monthly benefits.

Custom design an income protection

plan that fits your special needs, call

today! 941-3000

Foster K.C. Lau
Connecticut Mutual Co.

1600 Kapiolani Blvd., Suite 1130

Honolulu, HI 96814
An associate of theElAlliance

ports, with consideration of the climatic

situation, existing diseases, etc.” Fully 46

pages were devoted to health matters,

including respiratory diseases, tubercu-

losis, influenza, epidemics, kahunas,

leprosy, venereal diseases, the Board of

Health, the use of Awa, and his foreign

medical colleagues.''*

Bechtinger resurfaced in San Francisco

in 1875, operating an Eye, Ear, and

Throat Institute at 704 Sacramento St.

On Aug. 25, at the age of 40, he received

his U.S. naturalization papers. For five

months he ran notices in a Honolulu

newspaper, seeking the patronage of is-

landers and hinting at some of his more
recent exploits:

‘‘J. BECHTINGER, MD, of the Uni-

versity of Vienna, late physician to the

harem of the Grand Vizier of Egypt, has

the honor to announce to the inhabitants

of the country visiting California that he

has lately opened his Institute. He re-

spectfully calls attention to the special

advantages which he offers not only

from special devotion to eye, ear, and

throat diseases, but also from extensive

and varied experiences in the treatment

of the ailments peculiar to the different

tropical countries he has visited since his

visit to this kingdom 10 years ago.”'^

His last appearance in the San Fran-

cisco city directory (where he was listed

as an ‘‘oculist and aurist”) was in 1878.'''

No record has been found of his sub-

sequent career, or of the date and place

of his death.

Bechtinger’s departure in 1867 left Ha-
waii without a full-time eye specialist for

many more years. An 1881 arrival, E.

Pontoppidan, MD, described himself as

an ‘‘Oculist, Physician and Surgeon, Eye
Diseases a Specialty,” but after three

months he, too, dropped out of sight. It

was not until 1895, when Dr. Henry C.

Sloggett opened his office, that

ophthalmology became permanently es-

tablished in the island medical communi-
ty.®
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OFFICES

New Liliha Medical Bldg.

Office space to share. Sub speciality pre-

ferred. Fully furnished, utilities in-

cluded. Call 536-9314

Kuakini Medical Plaza
Office space to sublease. Terms nego-

tiable. Call 524-5225 or 833-2416 eves.

Medical Office Space
Improved 625 sf. 1520 Liliha St. 5 yr. lease

remaining or renegotiate longer term. 523-3994

EMPLOYMENT OPPORTUNITIES

Licensed MD to do mobile paramedical ex-

ams on insurance applicants in Honolulu area.

Must have car. Send resume to: Portamedic

c/o 47-122 Uakoko PI. Kaneohe, HI 96744.

NOTICES AND ANNOUNCEMENTS

Do you own, manage or control com-
mercial property in an area where
parking is in demand?

If so, let us show you how to create

income with paid parking.

We offer free consulting and design

services. Call us at 521-4905 for further

information.

DIAMOND PARKING, INC. Professional

parking services in Hawaii since 1971.
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Miscellany

A plane carrying Gorbachev, Reagan,

and Marcos was afire and going down.
Only one parachute could be found and
the three debated as to who would use

the parachute. Gorbachev raved, “I’m
the ruler of the largest nation in the

world.” Reagan countered: “I’m presi-

dent of the richest nation in the world.”

Marcos suggested, “Let’s vote.” (As told

by George Seberg.)

Tid Bits . . .

“You can see why our Love and War
man so rarely quotes Aristotle. He said,

‘Make love in a South wind to beget a

girl, in the North wind for a boy.’
”

(From “Just Checking” by Lou Boyd.)

The Friday Fishwrap. “In her Scent-

sationally Yours fragrance workshops,

S.F.’s Bebe Grau tells this tale to illus-

trate the power of scent: ‘A trapped

female sawfly in estrus (heat) once at-

tracted an estimated 11,000 males in

eight days and she was dead for the last

three’ . . . Have a nice breakfast and
keep your cool, especially in estrus.”

(From Herb Caen’s column.)

That beautiful piece “Man and His

Genes” in the June issue of the JOUR-
NAL was written by Mike Okihiro.

Somehow the byline was lost in the shuf-

fle. Our apologies.

It’s the lifetime dream of any physician

Did

you
know?
Saint Francis Hospital

is one of the top three

hospitals in Hawaii , .

.

and the fastest growing.

Leaders in quality

health care.

Serving people of all

faiths, beliefs, or

ethnic backgrounds.

t

Saint Francis
Hospital
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The rules are complicated. Opportunities easily

missed. Mistakes can be costly. Is your business packaged

to avoid legal problems? How good are your contracts?

For business legal advice, talk to Elbridge Smith.

He can keep your company on solid legal ground. Call

523-5050 .

S.\UTH HL\l\lLL\lAN^‘c^SHI\lDV

Attorneys (it Law • A Laiv Corporation • 125 Merchant Street •Honolulu. Hawaii 96813 • (808) 523-5050

© 1985 Smith Himmelmann & Shklov All rights resented
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Surf Resort. Be treated to Orchid
Serc’ice ... a flower lei greeting

. . . orchids in your room . . . and
complimentary afternoon cham-
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water activities, and great dining.

For reservations, see your travel agent or call:

G Kona Surf Resort
& Convention Center

Toll Free from Oahu, or Collect from Kauai, Molokai, Lanai, or Maui

524-7200
Some Restrictions Apply

RETURN
TO WORK

THE GOAL OF THE INJURED WORKERS’ CENTER
65% of our clients have returned to work,

or are training for a new job.

OUR REHABILITATION SERVICES:
* provide close treatment supervision

* provide individualized, active treatment programs
* define work capaoities

* provide objective documentation
* identify alternative jobs

* prevent further injuries

INJURED WORKERS’ CENTER
(808) 544-3384

Kehabllitalion Huspilal of the Pacific

226 N. Kuakini Street Honolulu, Hawaii 96817

1

%

to discover some new syndrome hitherto

undiscovered and it’s almost pure fantasy

to have such a syndrome named after

himself. Back in 1977, Okihiro, T.

Tasaki, K.K. Nakano, and B.K. Bennett

reported in The Archives of Neurology:

“Duane Syndrome and Congenital Up-
per-Limb Anomalies.” Recently Ailish

Hayes, Department of Medical Genetics,

The Montreal Children’s Hospital,

Montreal, Quebec, Canada, reported in

the American Journal of Medical Genet-

ics (1985) about “The Okihiro Syndrome
of Duane Anomaly, Radial Ray Ab-
normalities, and Deafness.” The journal

read: “We propose that the disorder be

named the Okihiro syndrome, since

Okihiro et al. (1977) were the first to

recognize the non-ocular abnormalities in

a single pedigree.”

In the May Issue, we credited Grant

Stemmerman with the statement,
“Afrotoxins have a synergistic effect

with Hepatitis B. In China, the beer

manufactured has a high afrotoxin con-

tent.” We lived in blissful ignorance until

Vincent Aoki corrected us recently:
“

‘Afrotoxins’ is spelled ‘Aflatoxins.’

The only Afrotoxins are those in

Africa.”

“Life does not stop with terminal ill-

ness. Only the patient stops if he doesn’t

have the will to go forward with life.”

(From Time magazine, March 17. Quote

by Jacob K. Javits, who was afflicted

with ALS; lived 1904-1986.)

Time magazine’s March 24, 1986 cover

story, “Sorry, Your Policy is Canceled”

read: “On the Hawaiian island of Molo-

kai, pregnant women who want a doctor

in attendance when they give birth, fly to

neighboring Oahu or Maui. The five Mo-
lokai doctors who once delivered babies

have stopped doing so because malprac-

tice insurance would cost them more than

the total of any obstetrical fees they

could hope to collect.”

Heard on KHVH-Newsradio 99, Paul

Harvey’s witticism: “Somewhere in Ala-

bama, a call girl was running for gov-

ernor. Quote: ‘Politics and prostitution

have something in common’ . . . This is

National Procastination Week. Go ahead

and send your last year’s Christmas cards

. . . The president of the Procastination

Club claims a membership of half a mil-

lion members who have yet to send in

their membership applications.”

News in Brief

Straub has a new Sexual Potential

Center which offers a team approach to

sexual problems. William Yarbrough is

director and Robert Pelfrey is assistant

director. Joseph Giovannoni, certified
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sex therapist, is coordinator.

Kaiser Foundation Health Plan Inc.

has SHPDA-approval for an outpatient

clinic in Kailua-Kona to be staffed by

three physicians. Sira Santad, who has

offices in Honalo and Kailua, is the only

obstetrician left in Kona who delivers

babies. Ken Grant, Ed Gramlich, and

Nancy Stukan had announced last year

that they will not be delivering babies as

of July 1 because of rising liability premi-

ums.

“The phone has been ringing off the

hook at Richard Mamiya’s office since

the new theater at St. Louis-Chaminade
was named after him. Unfortunately, the

theater was completed after the phone
book came out. The good doc says he’s

pleased to be involved, but he’s not the

guy to call for tickets.’’ (From Don
Chapman’s column. May 16.)

Jim Gallup was voted “Hawaii’s Male
Athlete of the Year’’ in 1985 by the

Honolulu Quarterback Club. Jim, 50, led

all qualifiers in the 50-and-over division

with a time of 5:04.

QMC to the

Rescue . . .

QMC President Fred Pritchard told

Molokai residents that his corporation

would buy Molokai General Hospital’s

assets and lease the hospital land. QMC
would assume Molokai General’s out-

standing debts of more than $100,000,

provided all legal actions against Molo-
kai General are resolved. QMC hopes to

work with the now-disbanded Molokai
Clinic members and offer them malprac-

tice insurance.

Oncology Dialogue
Surgeon James Nishi presented a 52-

year-old woman referred by an ob-gyn

man who had done a mammogram which

showed microcalcification clusters in a

dense right breast. “1 scheduled her for a

needle biospy, but after inserting the nee-

dle, 1 had a shspicion and fortunately did

a wider quadrant biopsy. We are now
waiting for a radiotherapist consultation

because of the multicentricity of the

lesion.”

Moderator Glenn Kokame, curious

about the needle biopsy, asked David
. Sakuda, “Is it painful?”

David was forthright: “Depends on
the patient and the doctor.”

Tom Whelan teased, “And not the

i needle?”

Pathologist Larry McCarthy had mul-

tiple slides to show and proceeded with a

minute, detailed, and in-depth dis-

cussion, which meant he was hedging.

!

More Doctors,
Fewer Patients.

The Facts
In 198(S, there are more than three thousand physicians

licensed to practice in the state of Hawaii. And MUs
are increasing at a rate more than double the growth rate

of the general population.

The Competitive Challenge
What does this mean to you? You’ve invested in the

education, the office and a highly trained staff. But your

practice doesn’t exist in a vacuum — you must have a plan

to cultivate your patients and outflank your competition.

To succeed in today’s competitive environment you need all

your professional skills plus the savvy of an entrepreneur.

Choosing a Resource
In a tough marketplace, where a good marketing resource

can be invaluable, Robert Talent & Associates is equipped

to help you build your practice.

Our firm brings you a fresh marketing perspective.

Our tactics are designed to maintain and expand your

patient base. Our people supply creative expertise to

implement your marketing plan tastefully and powerfully.

Our tools include market research, corporate identity and

positioning, public/community relations, copywriting and

graphic design, newsletter publication, media planning and

buying, and television and radio production.

Let’s Meet
Spend an hour of your time to talk with us about your

practice. We’ll listen and tell you how we think we can help

you. No obligation, of course.

Robert Talent 8^ Associates
The Practice Builders

846 S. Hotel Street, Suite 205, Honolulu, HI 96813 (808) 533-7117

If you do
business in

Hawaii . .

.

and find it valuable to know
who’s suing who or who’s get-

ting hit with tax liens, going

bankrupt, getting incorporated,

selling property, being dis-

solved, or getting promoted

. . . we have
news for you

BXJSIN^ESS

For information call 521-0021.
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THEARMY NEEDS PHYSICIANS
PART-TIME.

If you are a Board certified physician who
wants a break from your daily practice...while

still practicing higb^uality medicine and serving

your country...consider an officer commission in

the ARMY RESERVE MEDICAL CORPS.

AMONG THE BENEFITS:

• SUBSIDIZED PROFESSIONAL DEVELOPMENT
which could include two conferences/short

courses of your choice.

• $35,000 Group Life Insurance package, nom
inally priced for qualifying MD’s, generous

retirement annuity to qualifying physicians

at age 60.

• Monthly stipend for local professional services.

• Post Exchange, Commissary (during Annual

Training) and space available travel on mill

tary aircraft.

• Flexible training programs that won’t interfere

with your practice.

To see it you qualify tor a select position

as a dedicated protessionai

call collect today

Major Arlon B. Gage, MSC
USAR AMEDD Procurement

Tripler Army Medical Center

Honolulu^ HI 96859-5000
Call Collect 808-836-7924

"
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a records management program. Sound expensive? It's notl We’ll show you how you

can actually save by using Mayflower's low cost records management program. We
provide security and protection lor vital records. We provide accessibility and release

premium office space lor better use. Ask about our secured air conditioned spaces

for magnetic tape or other sensitive storage needs.

For your tree estimate call:

TRANSPACIFIC-MAYFLOWER
1930 Aulki St. Crating • Packing

847-1102 Storage • Moving
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“These are not easy lesions for

pathologists. The four of us (referring to

his fellow hospital pathologists) finally

arrived at the diagnosis of multifocal in-

traductal carcinoma.”

Glenn turned to radiotherapist Ed
Quinlan: “What do you intend to do?”
Ed replied, “I haven’t seen the patient,

but we don’t treat intraductal carcinoma

on protocol.”

Glenn recalled, “Coupla years ago, I

had recommended bilateral simple
mastectomies for similar lesions. The
husband was afraid she would lose her

sexuality and she decided not to have the

procedure done. Here in Hawaii, the hus-

band’s decision makes a difference, I

guess.”

The Abortion Issue

Hawaii’s 100-year-old abortion law

was repealed March 11, 1970 and Hawaii

became the first state to make abortion a

private decision between a woman and

her physician. George Goto was chair-

man of the HMA legislative committee

and spearheaded the sentiment of the

medical community to legalize abortion.

(The HMA task force that brought the

resolution to the assembled doctors for a

vote consisted of three men: Bill Bergin,

Goto, and Fred Reppun, recommending
the liberalization of the law

The medical profession was divided on

the abortion issue until the rubella

epidemic in 1964-65. Roy Smith of the

UH School of Public Health did ex-

tensive research on abortion for the Leg-

islature in the late ’60s and early ’70s.

Says Roy, “The legislators wanted to

know whether the medical community
would support the law and there was

great concern that an open abortion law

would turn Hawaii into a Mecca for the

U.S.”
In 1969, UH developed a questionnaire

which was sent to 793 members of HMA;
of 425 respondents, 95 percent were in

favor of revision.

George recalls, “In the late ’60s, Ha-

waii was pretty liberal. People generally

knew that if they had money, they could

go to Japan and get an abortion. I used

to send two or three persons a week, send

cablegrams, and make arrangements. In

Japan, there were no real restrictions, no

right-to-lifers.

“Japan is primarily Buddhist and the

Church does not get involved politically.

Nowadays an abortion can be done in a

doctor’s office and costs up to $300. The

suction method is only a little more pain-

ful than a severe menstrual cramp,” says

George.

“But,” he adds, “despite the better
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Ifyour patient

needs surgery,

consider the
outpatient
alternative.

^OLir patients aren't the only ones who benefit

from ambulator) surger\

.

^()ll too can enjoy the convenience of easy sched-

uling and less administrative red tape when you per-

form elective procedures in an outpatient setting.

\X hen \()u choose a lo\\ er cost setting for ambu-
lator) surgery, )-our surgical reimbursement re-

mains unaffected while )()U help )()ur patient

avoid unnecessar) hospital bills. Also, by saving

hospital beds for patients who reall) need them,

health care costs are contained for ever)()ne.

HMSA guarantees maximum health plan cover-

age for outpatient services at participating surgery

centers and in
)
()ur own office.

(lall H MSA’s Profe.ssioniil Relations staff for more
information on outpatient surger).

HMSA
Professional
Relations
Department
Oahu: 944-2300

.Maui: S"! 629S

Kauai: 243-3393

Hawaii: 933-3441 (Hilo)
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HMSA’s Place of Treatment Program

saves your patients money.

Call us for details.
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"We Care About You”

technology, the process has not become
more casual, as far as the psychological

trauma is concerned.”

Pediatrician Herbert Nakata, past

president of the National Federation of

Catholic Physicians Guild, was not inter-

ested in the issue of abortion until he saw

a presentation by a pro-life movement
activist in the 1970s. Herbert, a member
of Hawaii Right-to-Life says, ‘‘I realized

it was an unnecessary destruction of hu-

man life. When you do an abortion, you

take a life. As physicians, we all know
this.”

‘‘Whether the fetus is deformed or

not, it is still alive,” maintains Herbert.

‘‘Just because it is diagnosed as handi-

capped, would you kill a handicapped

baby after it is born?”
What does Herbert think of physicians

who do abortions? ‘‘I don’t think — I !

pray for them. Ethical practices change ;

in medicine, but morals don’t. And what

is ethically acceptable may not be moral-

ly right.”

Roy Smith of the School of Public

Health: ‘‘I’m a pediatrician and was in-

terested in abortion because 1 came to see

it as a major way of preventing condi-

tions such as mental retardation and

physical handicaps. Through family

planning and induced abortion, we could

ensure that every child was wanted. A
woman cannot be expected to plan her

own reproductive life perfectly. A
backup was needed.”

Ben Branch, with the Queen Emma
Ob-Gyn Clinic, was head of an abortion

clinic. Pre-term, in Washington D.C.,

when the abortion law was being re-

pealed. ‘‘At the time, we all wished every

state was as liberal as Hawaii. Washing-

ton knew it — like every other city knew

it — that these abortions were taking

place illegally, but there was a general

acceptance, though, on a formal basis it

was a no-no,” he says.

‘‘Abortions were being done fairly

well,” Branch adds, ‘‘by compassionate

people who felt it was the right thing to

do. Abortion is not a good method of

birth control. But contraceptives are not

foolproof, and if the law was to change,

the process would become less humane

and illegal.”

‘‘I no longer do abortions. People in-

volved say they gave them up because

they found how horrible it is. But that

wasn’t my reasoning,” says Branch. ‘‘I

became a practicing Buddhist. Buddha

said ‘one shouldn’t take the life of anoth-

er being and to do so is a negative for

one’s own rebirth.’ ” (Excerpted from

Star-Bulletin writer Carol Nakagawa’s

superb reporting.)
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Mission: To test (and
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Tel business communica-
tion systems.

And that he does.
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they're ready to fly.

After all, his reputation

(and ours) rides on every
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Or thumbs down.
So, naturally, he's very

careful about what gets
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And what gets... stalled.
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shouldn't be a guinea
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to go wrong, I want to
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Walter.
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Now where there’s a
Sometimes, applying for a loan in person just

isn’t practical. But that’s no reason to get in a stew.

First Hawaiian Bank has cooked up an
innovative service called Loan by Phone. It’s a

convenient way to borrow from $1,500 to $10,000.

All you do is call any branch of First Hawaiian.

From anywhere.

Well ask a few simple questions. Youll give a few

simple answers. And then well get back to you with

our answer. Fast. (Usually the same day.)

phone, there’s a loan.

You can use Loan by Phone for almost any kind

of consumer loan. And right now, the rates are

exceptionally low, too.

So if applying for a loan in person is inconven-

ient, Just call any branch of First Hawaiian.

Because with Loan by Phone, you can have your

cake and eat it, too.

FIRST HAWAIIAN BANK
Wp vps tn vnii Mpmhpr FDIP
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Artist’s interpretation of (trimethoprim

and sulfamethoxazole/RodMfectively pene-
trating the infection sites, inwis case the

iungs and urinary tract.

Copyright © 1986 by Hoffmann-La Roche Inc. All rights resetSed,



(overpower
the power of penetration into infected tissues and fluids
The strong penetrating power of Bactrim into tissues and fluids is a real

benefit in the treatment of acute exacerbations of chronic bronchitis, recur-

rent urinary tract infections and acute otitis media when caused by suscepti-

ble strains of pathogens.

the power of concentration through high levels

at the site of infection. .

.

In infections like these, Bactrim concentrates its full antibacterial powers at

the site of infection, such as the bronchioles or urinary tract.

and effective levels at the source of reinfection
Bactrim also penetrates into nearby tissues and fluids, often inhibiting the

growth of bacterial colonies that might serve as the foci of future infections.’-^

the power of spectrum through broad-range activity

Bactrim has proven effective in vitro against a broad range of pathogens,
including E. coli, Klebsiella pneumoniae, Enterobacter an6 Proteus (as in

recurrent urinary tract infections); S. pneumoniae and H. influenzae (as in

acute exacerbations of chronic bronchitis and acute otitis media). After years

of use, little change in bacterial resistance has been seen. ^ And Bactrim has

leyen been reported effective against various ampicillin-resistant strains in

vitro."* However, in vitro data do not necessarily correlate with clinical results.

B.I.D. convenience and economy
Some additional benefits: The convenience of b.i.d. dosage and economy are

designed to encourage patient compliance.

Adequate fluid intake should be maintained during therapy. Bactrim is

contraindicated in infants less than two months, in pregnancy at term, during

lactation and in patients with documented megaloblastic anemia due to

folate deficiency.

Specify Bactrim DS
To be certain your patients get the brand and results you want for them,
specify Bactrim DS and “No Generic Substitution,” following your state

regulations.

References: 1. Rubin RH. Swartz MN: /Vfng/JMecf 305:426-432. Aug 21. 1980. 2. StameyTA. Condy M: J Infect Dis /3/.-261 -266.
Mar 1975, 3. BAC-DATA Medical Information Systems. Inc.. Volume II. 1985. 4. Data on file. Hoffmann-La Roche Inc., Nutley, NJ.

Specify Do Not Substitute.

Bactrim DS
(160 mg trimethoprim and

800 mg sulfamethoxazole/Roche)

It keeps its powers.
ROCHE

«

Please see summary of product information on following page.



BACTRIM ' (brand of trimethoprim and sultamethoxazole Roche)

Before prescribing, please consult complete product information, a summary ot which follows:

CONTRAINDICATIONS: Hypersensitivity to trimethoprim or sulfonamides, documented megaloblas-

tic anemia due to folate deficiency: pregnancy at term and during the nursing period, infants less than

two months of age

WARNINGS: FATALITIES ASSOCIATED WITH THE ADMINISTRATION OF SULFONAMIDES.
ALTHOUGH RARE, HAVE OCCURRED DUE TO SEVERE REACTIONS, INCLUDING STEVENS JOHN-
SON SYNDROME, TOXIC EPIDERMAL NECROLYSIS, FULMINANT HEPATIC NECROSIS, AGRANU
LOCYTOSIS, APLASTIC ANEMIA AND OTHER BLOOD DYSCRASIAS
BACTRIM SHOULD BE DISCONTINUED AT THE FIRST APPEARANCE OF SKIN RASH OR ANY SIGN

OF ADVERSE REACTION. Clinical signs, such as rash, sore throat, fever, pallor, purpura or laundice,

may be early indications of serious reactions In rare instances a skin rash may be followed by more

severe reactions, such as Stevens-Johnson syndrome, toxic epidermal necrolysis, hepatic necrosis

or serious blood disorder Perform complete blood counts freguently

BACTRIM SHOULD NOT BE USED IN THE TREATMENT OF STREPTOCOCCAL PHARYNGITIS Clinical

studies show that patients with group A B-hemolytic streptococcal tonsillopharyogitis have a greater

incidence ot bacteriologic failure when treated with Bactrim than with penicillin

PRECAUTIONS: General Gim with caution to patients with impaired renal or hepatic function, possi-

ble folate deficiency (e g.

.

elderly, chronic alcoholics, patients on anticonvulsants, with malabsorp-

tion syndrome, or in malnutrition states) and severe allergies or bronchial asthma In

glucose-6-phosphate dehydrogenase deficient individuals, hemolysis may occur, frequently dose-

related

Use in the Elderly: May be increased risk ot severe adverse reactions in elderly, particularly with

complicating conditions, e g ,
impaired kidney and/or liver function, concomitant use of other

drugs Severe skin reactions, generalized bone marrow suppression (see WARNINGS and ADVERSE
REACTIONS) or a specific decrease in platelets (with or without purpura) are most frequently

reported severe adverse reactions in elderly In those concurrently receiving certain diuretics, pri-

marily thiazides, increased incidence of thrombocytopenia with purpura reported Make appropriate

dosage adjustments for patients with Impaired kidney function (see DOSAGE AND ADMINISTRA-
TION)

Use in the Treatment of Pneumocystis Carinii Pneumonitis in Patients with Acguired Immunodefi-

ciency Syndrome lAIDS)- Because of unique immune dysfunction, AIDS patients may not tolerate or

respond to Bactrim in same manner as non-AIDS patients Incidence of side effects, particularly rash,

fever, leukopenia, with Bactrim in AIDS patients treated for Pneumocystis carinii pneumonitis

reported to be greatly increased compared with incidence normally associated with Bactrim in non-

AIDS patients

Information for Patients Instruct patients to maintain adequate fluid intake to prevent crystalluria and

stone formation

Laboratory Tests Perform complete blood counts frequently, if a significant reduction in the count of

any formed blood element is noted, discontinue Bactrim Perform urinalyses with careful micro-

scopic examination and renal function tests during therapy, particularly for patiehts with impaired

renal function

Drug Interactions: In elderly patients concurrently receiving certain diuretics, primarily thiazides, an

increased incidence ot thrombocytopenia with purpura has been reported Bactrim may prolong the

prothrombin time in patients who are receiving the anticoagulant warfarin Keep this in mind when
Bactrim is given to patients already on anticoagulant therapy and reassess coagulation time Bactrim

may inhibit the hepatic metabolism of phenytoin Given at a common clinical dosage, it increased the

phenytoin half-life by 39% and decreased the phenytoin metabolic clearance rate by 27% When
giving these drugs concurrently, be alert for possible excessive phenytoin effect Sulfonamides can

displace methotrexate from plasma protein binding sites, thus increasing free methotrexate concen-

trations

DrugiLaboratory Test Interactions Bactrim, specifically the trimethoprim component, can interfere

with a serum methotrexate assay as determined by the competitive binding protein technique (CBPA)
when a bacterial dihydrofolate reductase is used as the binding protein No interference occurs if

methotrexate is measured by a radioimmunoassay (RIA) The presence of trimethoprim and sulta-

methoxazole may also interfere with the Jatfe alkaline picrate reaction assay tor creatinine, resulting

in overestimations of about 10% in the range of normal values

Carcinogenesis. Mutagenesis, Impairment of Fertility Carcinogenesis: Long-term studies in animals

to evaluate carcinogenic potential not conducted with Bactrim Mutagenesis Bacterial mutagenic

studies not performed with sultamethoxazole ahd trimethoprim in combination Trimethoprim dem-
onstrated to be nonmutagenic in the Ames assay No chromosomal damage observed in human leu-

kocytes in vitro with sulfamethoxazole and trimethoprim alone or in combination, concentrations

used exceeded blood levels of these compounds following therapy with Bactrim Observations of

leukocytes obtained from patients treated with Bactrim revealed no chromosomal abnormalities

Impairment of Fertility No adverse effects on fertility or general reproductive performance observed
in rats given oral dosages as high as 70 mg/kg;day trimethoprim plus 350 mg/kg/day sulfamethoxa-

zole

Pregnancy Teratogehic Effects Pregnancy Category C Trimethoprim and sulfamethoxazole may
interfere with folic acid metabolism, use during pregnancy only if potential benefit (ustifies potential

risk to fetus Nonteratogenic Effects: See CONTRAINDICATIONS section

nursing Mothers See CONTRAINDICATIONS section

Pediatric Use Not recommended tor infants under two months (see INDICATIONS and CONTRAIN-
DICATIONS sections)

ADVERSE REACTIONS: Most common are gastrointestinal disturbances (nausea, vomiting, anor-

exia) and allergic skin reactions (such as rash and urticaria) FATALITIES ASSOCIATED WITH THE
ADMINISTRATION OF SULFONAMIDES, ALTHOUGH RARE, HAVE OCCURRED DUE TO SEVERE
REACTIONS. INCLUDING STEVENS-JOHNSON SYNDROME. TOXIC EPIDERMAL NECROLYSIS.
FULMINANT HEPATIC NECROSIS, AGRANULOCYTOSIS, APLASTIC ANEMIA AND OTHER BLOOD
DYSCRASIAS (SEE WARNINGS SECTION) Hematologic Agranulocytosis, aplastic anemia, throm-

bocytopenia. leukopenia, neutropenia, hemolytic anemia, megaloblastic anemia, hypoprothrombin-
emia. methemoglobinemia, eosinophilia Allergic Reactions: Stevens-Johnson syndrome, toxic

epidermal necrolysis, anaphylaxis, allergic myocarditis, erythema multiforme, exfoliative dermatitis

angioedema, drug fever, chills, Hehoch-Schoenlein purpura, serum sickness-like syndrome, gener-

alized allergic reactions, generalized skin eruptions, photosensitivity, conjunctival and scleral injec-

tion, pruritus, urticaria and rash Periarteritis nodosa and systemic lupus erythematosus have been
reported Gastrointestinal: Hepatitis (including cholestatic jaundice and hepatic necrosis), elevation

of serum transaminase and bilirubin, pseudomembranous enterocolitis, pancreatitis, stomatitis,

glossitis, nausea, emesis, abdominal pain, diarrhea, anorexia Genitourinary. Renal failure, intersti-

tial nephritis, BUN and serum creatinine elevation, toxic nephrosis with oliguria and anuria, crystal-

luria Neurologic: Aseptic meningitis, convulsions, peripheral neuritis, ataxia, vertigo, tinnitus,

headache Psychiatric Hallucinations, depression, apathy, nervousness Endocrine Sulfonamides
bear certain chemical similarities to somegoitrogens, diuretics (acetazolamide and the thiazides) and
oral hypoglycemic agents, cross-sensitivity may exist Diuresis and hypoglycemia have occurred
rarely in patients receiving sulfonamides Musculoskeletal Arthralgia, myalgia Miscellaneous
Weakness, fatigue, insomnia
DOSAGE AND ADMINISTRATION: Not recommended for use in infants less than two months of

age.

URINARY TRACT INFECTIONS AND SHIGELLOSIS IN ADULTS AND CHILDREN, AND ACUTE OTITIS
MEDIA IN CHILDREN Usual adult dosage tor urinary tract infections is one DS tablet, two tablets or
four teaspoontuls (20 ml) b i d tor 10 to 14 days. Use identical daily dosage tor 5 days tor shigel-

losis Recommended dosage tor children with urinary tract infections or acute otitis media is8 mg.'kg

trimethoprim and 40 mg/kg sultamethoxazole per 24 hours, in two divided doses every 12 hours for

10 days Use identical daily dosage for 5 days for shigellosis Renal Impaired Creatinine clearance
above 30 ml/min, give usual dosage. 15-30 ml/min, give one-half the usual regimen, below 15 ml/
mm. use not recommended
ACUTE EXACERBATIONS OF CHRONIC BRONCHITIS IN ADULTS Usual adult dosage is one DS tab-

let, two tablets or four teasp (20 ml) &,/,(/ for 14 days
PNEUMOCYSTIS CARINII PNEUMONITIS: Recommended dosage is 20 mg/kg trimethoprim and 100
mg/kg sulfamethoxazole per 24 hours in equal doses every 6 hours for 14 days See complete prod-
uct Information for suggested children's dosage table

HOW SUPPLIED: DS (double strength) Tablets (160 mg trimethoprim and 800 mg sulfamethoxazole)
—bottles ot too. 250 and 500, Tel-E-Dose"' packages of 100, Prescription Paks ot 20 Tablets (80 mg
trimethoprim and 400 mg sulfamethoxazole)-bottles of 100 and 500 , Tel-E-Dose" packages of 100:
Prescription Paks ot 40 Pediatric Suspension (40 mg trimethoprim and 200 mg sulfamethoxazole
per teasp )— bottles of 100 ml and 16 oz (1 pint) Suspension (40 mg trimethoprim ahd 200 mg
sulfamethoxazole per teasp (—bottles of 16 oz (1 pint)

STORE TABLETS AT 15°-30°C (59°-86'F) IN A DRY PLACE PROTECTED FROM LIGHT STORE SUS-
PENSIONS AT 15°-30°C (59°-86T) PROTECTED FROM LIGHT
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High Performance
from Pacific Basin
Investments 93^0/Q
NOMURA PACIFIC BASIN FUND

• 93.6% return for shareholders since the fund’s

inception.
*

• Experienced professional management by

Nomura Capital Management, Inc., an affiliate

of The Nomura Securities Co., Ltd., the

world’s largest securities firm.

• The Fund’s objective is long-term capital

appreciation of investments in the emerging

economies of Pacific Basin countries.

* Total return (July 8, 1985 to July 31, 1986)

based on change in share price, reinvestment of

dividends and capital gains distributions. Favorable

currency exchange rates during this period con-

tributed significantly to the total return. Past

performance is no guarantee of future results.

For more information about the Fund, includ-

ing charges and expenses, call the number
below or mail the coupon tor a tree prospectus

Read the prospectus caretully betore investing

or sending money. Copies of the prospectus

may be obtained in any State from securities

dealers who may legally offer these Securities

in compliance with the securities laws of such

State.

• No sales charge.

• No redemption charge.

• $20,000 minimum investment.

ONOMURA
(808) 538-3837
Persons-in-charge

:

Call Sharon Kaya or Russell Oki

Nomura Securities International, Inc.
Honolulu Office: (808) 538-3837

Persons in Charge: Sharon Kaya & Russell Oki

1001 Bishop Street, Pacific Tower, Suite 2760, Honolulu, HI 96813

Please send a prospectus detailing the Nomura Pacific Fund, Inc.

Name

Address

City State Zip

Business phone
( )

Home phone ( )

Copies of the prospectus may be obtained in any State from securities dealers who may legally offer these Securities in compliance with the securities laws of such State.

Member SIPC HMJ



FROM THE PRESIDENT

The great majority of us in the daily practice of medicine are

very active — trying to keep up with current therapy, striving to

understand the constant changes in reimbursement formulas,

hoping that something will be done to curb the threatening

medical liability mess, and wondering how the growing glut of

physicians will affect one’s practice and livelihood. And yet

there is more. Have you heard of RICO? If you have not, or if

you have only vague recollections, then read on.

RICO is the acronym for Regulated Industries Complaints
Office, and it serves as the investigative arm of the State

Department of Commerce and Consumer Affairs, and thereby

also, the State Board of Medical Examiners. Ten years ago,

RICO came into existence with the original tort reform statute

which also provided for the Medical Claims Conciliation Panels.

For 7'/2 years, the administration did not bother to establish the

office, and RICO was merely a piece of paper. However, it is

now a functioning, busy, bureaucratic agency taking up a large

office space on the second floor of the old post office across

from lolani Palace. What does it investigate? It has the au-

thority to investigate just about anything and anybody involved

in commerce or consumer affairs.

For example, if a disgruntled patient feels such an urge, he or

she can contact RICO directly, relate the complaint, and RICO
will respond with an investigation. RICO will also evaluate any
peer review action coming from a hospital or medical society; it

can investigate any finding against a physician emanating from
the MCCP; it can also investigate any settlement of a malprac-
tice claim of $25,000 or more, and will investigate any physician

found guilty of a criminal action.

A1 Costa, director of RICO, states that the great majority of

complaints against physicians are evaluated and closed without

further action. Officials specifically deny that they are under
any pressure to mount some medical trophies on the wall to

justify their role as an investigating body. RICO has a panel of

25 medical practitioners in the community, also etablished by
law and appointed by the governor, who serve as medical

investigators. Usually one is assigned per case, and he serves

without remuneration. If the investigation brings out what is

considered a punishable offense, RICO will recommend that the

Board of Medical Examiners conduct a hearing on the charges.

Should that occur, the board will convene a hearing, which is

really a minitrial, with witnesses, attorneys, and all the trappings

of due process. Prior to the hearing, the accused physician is an

observer to RICO’s investigation, but the hearing before the

board allows the defendant doctor to exercise all privileges of

our judicial process. The Board of Medical Examiners can act

by dismissing the complaint, or in the event it finds against the

physician, the Board can exact a fine, suspend or revoke a

license, recommend educational work, or a combination of the

above.

So, if you receive a notice by certified mail that you are under

investigation by RICO, pay attention, but do not panic. A call

to your attorney would be an appropriate move on your part.

Remember this whole scenario is in the legal arena, so do not be

self-righteous, arrogant, or sanctimonious about the problem.

Doctors immediately become pawns, often stupid ones, when we
are drawn into legal battles, because we have the distorted

perception that simple honesty and truth will prevail. I am not

suggesting that one should ever lie — that is the road to self-

destruction — but listen to your attorney and let him explain the

rules of the game before you attempt to respond.

The idyllic days when doctors controlled virtually all aspects

of medicine now seem like a historical fable. We are members of

the most respected, admired, and trusted profession, yet we are

obliged to work in a legal mine field. We are manipulated by the

state and federal governments, insurance agencies, business

interests, and trial attorneys. However, so long as we continue

to place the interests of our patients ahead of all other matters,

we will be sustained.

Wear your helmet and flak jacket.

Russell T. Stodd, MD
President
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Frank E Ceccarelll, M.D
.

Urology

Thomas Y. Ito, M D ,

Urology
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Orthopedic Surgery
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Allergy
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Pediatrics

What do these doctors
have in common?

• Efficiency in office management
• Control and action in accounts receivable

Personal Computer AT is a trademark ot

International Business Machines Corporation

• Fast turnaround on paperless claims

When you see your colleagues, ask them about their

DataStat computer system. Then call us for an
appointment to see DataStat for yourself. 944-3554

The Prcfessicnal Office Managemenf System by ISf an HMSA Subsidiary



It takes more than this

to succeed in business.
As a part of the nation’s largest

multi-state banking system, we
know that it takes a lot more than

luck to succeed in business.

One of the things you need

is a bank. And just as impor-

tantly, a banker. A banker that

approaches business opportunities

as well as problems, with strong

analytical skills and sound

judgement. One with a broad

understanding of business and

finance.

First Interstate is committed to

relationship banking. We believe in

building co-operative, long term

relationships geared toward mutual

growth. Through these relation-

ships, we gain a shared confidence

and a common frame of reference

that enables us to respond more
quickly to your needs.

Your Corporate Banker at First

Interstate becomes your primary

contact and acts as a conduit

between your company and the

resources available only from a

bank that’s a part of the ninth

largest banking organization in

the United States. With the support

of total network assets of over

$49-billion, only First Interstate

brings you the strength and the

commitment to provide you with

innovative financing techniques,

advanced cash management
products, specialized industry

expertise, and excellent customer

service.

For more information about

the First Interstate Bank story call

525-6820.

Oj First
. Interstate
Bank

Member FDIC



Editorials

Out-of-court Settlement

One of the worst — if not the worst — evil in our medical

malpractice insurance crisis is the out-of-court settlement of a

suit against a doctor and/or hospital.

Justice is not served thereby.

“Without prejudice” signifies nothing; the presumption of

guilt remains, like the fall-out from a nuclear explosion, casting

forth a very gradually diminishing but damaging “black rain”

of suspicion that reaches to the far corners of the physician’s

community of patients and even among his peers.

The plaintiff’s contribution to his own detriment by negli-

gence on his part is never exposed in open court. The plaintiff is

absolved from having to prove that malpractice did occur,

rather than maloccurrence. An out-of-court settlement assures

the plaintiff of a “windfall” all too often.

The plaintiff’s and his attorney’s “gamble” pays off, usually

handsomely enough to encourage others to do the same. If a

million-dollar suit is settled for only $10,000, it is an enticement

to pull the handle for a larger jackpot next time, next case.

As a result of the pervasiveness of suits in our society over

product liability and all the rest, threatening even the structure

of governments, a coalition is taking place between such groups
and those concerned with liability in medical care. One such

group, is ATRA, the acronym for the American Tort Reform
Association, formed in January of this year and now numbering
240 component groups. Jim Irvine, a member of its steering

committee, addressed the Conference of State Officers of the

American Academy of Family Physicians in Kansas City in May
on the subject.

“Americans must stop viewing lawsuits as something akin to

a lottery that will quickly put them on Easy Street,” he said.

The basis for Irvine’s statement is exactly our point: Out-of-

court settlement. However, instead of saddling the people with

the need to change their ways, it is more practical to eliminate

the rewards they anticipate.

Irvine went on to say: “The liability crisis could be called a

chronic disease, a societal failing, a reflection of a generation of

greed, the transformation of a competitive economy into a

spoils system . . . One out of every 12 Americans will file a suit

. . . In this stifling climate of lawsuit anxiety, our growth,

ingenuity and spirit of pioneering are reduced.”

Irvine admitted that “the problem arose through the best

intentions, to compensate injured parties. However, the system
has moved into one where settlements can go to those who are

completely or partially at fault for their own injuries.” His
punch line that supports our viewpoint is: “Increased settle-

ments induce more lawsuits to be filed.”

What physician can prevail against his own defense attorney’s

urging to offer the plaintiff a settlement rather than go on
fighting for justice and exhorbitant costs? What physician can

resist the arm-twisting by his insurance carrier with the same end
in view? The latter has no real intent to see that justice is served;

the insurer’s main interest is in reducing the pay-out. The vector

of force is in the direction of a settlement out-of-court now, in

order not only to save further expense but also to avoid the

unpredictable possible heavy award at the end, even though it

may have been a case of maloccurrence rather than malpractice.

There is an even greater force in favor of a non-just settle-

ment, and that is the crushing prospect of prolonged litigation,

of decisions to appeal, during which the damage to the physi-

cian’s ongoing practice, to his peace of mind, to his family, etc.,

continues on ad infinitum and offers no respite from its travail.

“Justice” as the goal of all that effort is as evanescent as the

holy grail and the path to it infinitely more expensive.

If our system of processing a case through the Medical Claims
Conciliation Panel is strengthened so as to be able to prove

beyond the shadow of a doubt that the case was one of
maloccurrence and not malpractice, then the former might be
compensible under insurance coverage, provided that both pa-

tient and doctor have jointly paid the premium as an assurance

of mutually shared acceptability of risk.

If the MCCP, on the other hand, demonstrates that malprac-

tice might have been the basis of the injury, then the case should
go to court and justice be meted out fairly. If there is any offer

of settlement then or thereafter, it should be allowed with

prejudice, as an admission of guilt in whole or in part. That
physician should be prosecuted so as to prevent him from
repeating that or similar offenses, and be punished according to

statutes.

Actual malpractice should not be insurable, as it is now. The
truly injured patient should be compensated fairly and the

burden of payment fall directly on the shoulders of the

malfaiseant. This would apply whether a settlement with preju-

dice is agreed upon, or a court of law has decided that actual

malpractice did occur.

Out-of-court settlement without prejudice should be
outlawed. It caters to the gambling instinct inherent in nearly all

human beings. It obviates justice under law. It is a way to

support blackmail, a way that forces a good physician or

hospital to pay ransom.

J.I. Frederick Reppun, MD
Editor

International Physicians for the Prevention of Nuclear War

Our correspondent, Yosuke Noma, MD, of Kure City in the meetings.

Hiroshima prefecture of Japan, and an official in the Hiroshima At midpoint in the report a full page is devoted to; IPPNW
Prefectural Medical Association (HPMA) has given us a copy of Appeal from Hiroshima, over the names of the visiting officials:

its Report on the occasion of the visit by a delegation of officers Bernard Town, MD, (USA); Evgueni Chazov, MD, (USSR);

of the International Physicians for the Prevention of Nuclear Lars Engstedt, MD, (Sweden); Ian Maddocks, MD, (Australia);

War (IPPNW) — the 1985 Nobel prize winner for peace — in Vappu Taipale, MD, (Finland); and Manuel Velasco-Suarez,

mid-June this year. MD, (Mexico).

The 22-page report is almost entirely in Japanese but with a States the report: “The agony of Hiroshima which we have

few inserts in English. As is traditional in old Japan, Page 1 is now witnessed, has special significance to physicians,

on what we Westerners call “the back of the book,” and the “We take an ancient oath to safeguard life and health,

script flows from right to left and from top to bottom. It is Because medicine can offer no meaningful response to the

frequently illustrated with photos of the participants in the horrors of nuclear war, physicians worldwide have acknowl-
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edged their responsibility to work for the prevention of this final

epidemic.

“Our common commitment compels us to join with col-

leagues of differing political convictions, religious persuasions

and cultural backgrounds to alert humanity to the growing

nuclear peril.

“Physicians learn most from their patients. Here in

Hiroshima we have encountered the human tragedy of nuclear

war which still persists to this day, 41 years later. We are deeply

moved, morally roused and inspired with new energy in the

historic task.

“But knowledge is not enough, compassion is not enough,

commitment is not enough. Nor is the physician’s task limited to

diagnosis of a life-threatening disease.

“A prescription is demanded.
“The gravity of the world situation compels IPPNW to

appeal from Hiroshima for the adoption of its medical prescrip-

tion; An immediate moratorium on all nuclear explosions.

“This is a feasible, practical step towards the urgent task

confronting human kind: The elimination of instruments of

genocide.

“From Hiroshima we appeal to all our fellow physicians, to

all our patients, to all peoples and to all governments.

“The time to act is now.

“Hiroshima, June 12, 1986.”

A few pages further on to the left is the statement of the

Japanese Physicians Against Nuclear War (The Japan Chapter

of IPPNW) above the listed names of: Sumio Sugimoto, MD,
president (and a 1985 member of the team that came to Hawaii

to examine the hibakusha); Michito Ichimaro, MD, vice presi-

dent; Kenjiro Yokoro, MD, secretary-general; and directors

Tokuo Tsubokura, MD, and Kohel Kawahori, MD:

An Appeal from
Hiroshima and Nagasaki

“Nuclear warfare is the worst plague of the present century

and for its prescription there is nothing but prevention. Medi-

cine in any form can serve no effective role in the outbreak of

nuclear warfare.

“In nuclear warfare there can be no victor nor vanquished. A
preemptive strike is of no avail and under the logic of nuclear

deterrent and the theory of nuclear winter, mankind and the

world together with all civilization would be destined to come to

an end.

“The citizens of Hiroshima and Nagasaki who first ex-

perienced the nuclear holocaust in the history of man, witness-

ing the horrors of nuclear weapons and radiation and the still

continuing sufferings of the survivors, have continued to strong-

ly appeal to the peoples of the entire world at every available

opportunity for liquidation of nuclear arms and nuclear dis-

armament so that the tragedies of Hiroshima and Nagasaki will

never be repeated.

“The race to expand nuclear armament by all those countries

in possession of nuclear weapons has increased international

tension and become a great threat to world peace and the

survival of man. Nuclear weapons are no longer any means for

achieving political goals, but the recent talks in Geneva between

the leaders of the United States and the Soviet Union have

brought about great expectations for the reopening of dialogue

and cooperation.

“Hiroshima and Nagasaki were instantaneously reduced to

ashes by the explosion of atomic bombs on 6 and 9 August

1945, bringing death to about 200,000 in the two cities. Rather

detailed reports have been published in the literature on the

physical destruction, somatic injuries, and social effects caused

by the bombs, and though the fears of the atomic bombs can be I

conceptually understood, it is a matter of course that the true I

picture cannot be envisioned. However small in scale, the acci-

dent at the Chernobyl nuclear power plant has also resulted in

exposure to radiation and the gradually expanding damages

from this accident should be brought to mind.

“The physicians of Hiroshima and Nagasaki have been as-

signed the mission and responsibility of appealing to the physi-

cians as well as the peoples of the world for their appreciation of

the tragic medical and scientific outcome of atomic bomb
exposure based on the results of studies of the acute and late

atomic bomb effects.

“In many cases, acute injuries, be they from thermal rays,

blast, or initial radiation, proved fatal. As pathological findings,

acute effects ascribable to radiation were demonstrated in

blood-forming tissues of the bone marrow, lymph nodes, and
spleen, and degeneration of cells of the digestive tract, repro-

ductive organs, and endocrine glands were observed. Dilation of

the right ventricle of the heart, acute congestion of the liver,

pulmonary emphysema, and pulmonary edema considered to be

attributable to burns and traumas have been pointed out.

“Keloids, radiation cataracts, malignant tumors including

leukemia, microcephaly and mental retardation in the in-utero

exposed, and delayed growth and development among those

exposed during childhood have been observed also as late ef-

fects. Though yet to be demonstrated, there is a possibility of

neurophyschiatric disorders, accelerated aging, and genetic ef-

fects.

“Japan chapter of IPPNW is composed of physicians particu-

larly of Hiroshima and Nagasaki Prefectural Medical Associa-

tions with the participation of physicians of other prefectures.

As their routine activity, for the enhancement of the welfare of

atomic bomb survivors they have engaged in the treatment and
health care of survivors and have also conducted health exami-

nation of atomic bomb survivors resident in the United States,

Canada, South America and Korea. These examinations have

been made possible through the understanding and cooperation

extended by the medical associations of these countries. At
present (1985), there are about 280,000 atomic bomb survivors

in total, living in Hiroshima and Nagasaki Prefectures and an

estimated several thousand survivors are residing overseas.

“The prefectural and municipal authorities of Hiroshima and
Nagasaki which have been restored from the ruins wrought by

the atomic bomb have energetically continued their effort for

the realization of eternal peace. Physicians, apart from thought

and creed and with dignity of life as a doctrine, must join with

other physicians in the world to continue this peace activity.

This is the mission of physicians of Hiroshima and Nagasaki

and is the basis of preventing the weathering of the pathetic fate

of Hiroshima and Nagasaki. May 29, 1986.”

We are very much indebted to Dr. Yosuke Noma for sending

this to us; he was one of a large delegation of people that

entertained several of us of HMA royally with dinner at a

Waikiki restaurant on New Year’s Eve in 1984.

Being sister cities, Hiroshima and Honolulu need very much
to stand in the forefront of the burgeoning movement world-

wide to eliminate all nuclear weapons from the face of planet

Earth. The respective medical associations could initiate a move-

ment for a neutral association of all in the profession of the

healing arts around the world irrespective of political bound-

aries. That is what IPPNW is all about. When there is little

chance to “treat” a disease that threatens to be epidemic in

proportions, one must concentrate on “prevention.”

J.I. Frederick Reppun, MD
Editor

342 Hawaii Medical Journal—Vol. 45, No. 10—October 1986



We’re a part of the $17 billion General

Electric Credit Corporation, bringing good

things to life for Hawaii’s businesses.

Talk to GECC Hawaii Leasing about leasing

a computer, word processor or other equipment

for your business.

Proposed tax law changes may alter some of

the tax benefits of leasing. So call now. And let

us put in a good word for you at the office.

GECC Hawaii Leasing is the best source

for financing word processors or computers

in Hawaii.

We can tailor a lease for you that’ll fit your

financial need as well as your new computer fits

your data processing requirements.

We’re flexible, with the ability to structure

leases for the specific requirements of our

customers including length of lease, payment

terms and tax considerations.

GECC HAWAII LEASING
a division of:

Financial
CORPORATION

700 Bishop Street, 9th Floor

Honolulu, HI 96813 Ph. 527-8333

First and Second Mortgage Financing for Commercial and Residential Real Estate • Credit Lines for Individuals and Businesses
• Equipment and Vehicle Leasing • Inventory and Receivable Financing • Thrift Investment Programs

Member FDIC

good word foryou



Consider the
causative organisms. .

.

cefaclor
250-mg Pulvuies^t.i.d.

offers effectiveness against
the major causes of bacterial bronchitis

Haemophilus influenzae, H influenzae, Streptococcus pneumoniae. Streptococcus pyogenes
(ampicillin-susceptible) (ampicillin-resistant)

Note: Ceclor" is contraindicated in patients with known allergy

to the cephalosporins and should be given cautiously to penicillin-

allergic patients

Ceclor" (cefaclor)

Penicillin is the usual drug of choice in the treatment and

prevention of streptococcal infections, including the prophylaxis

of rheumatic fever. See prescribing information.

Summary. Consult the package literature

tor prescribing intormation

Indications: Lower tesp iratorv inlections
.

including pneumonia, caused by sus-
ceptible strains ol Stfepiococcus pneu-
moniae. Haemophilus influenzae, and
S pyogenes (group A beta-hemolytic

streptococci)

Contraindications: Known allergy to

cephalosporins

Warnings: CECLOR SHOULD BE ADMIN-
ISTERED CAUTIOUSLY TO PENICILLIN-
SENSITIVE PATIENTS. PENICILLINS
AND CEPHALOSPORINS SHOW PARTIAL
CROSS-ALLERGENICITY POSSIBLE
REACTIONS INCLUDE ANAPHYLAXIS

Administer cautiously to allergic

patients

Pseudomembranous colitis has been
reported with virtually all broad-spectrum
antibiotics It must be considered in

diflerential diagnosis of antibiotic-

associated diarrhea Colon flora is altered

by broad-spectrum antibiotic treatment,

possibly resulting in antibiotic-associated

colitis

Precautions

• Discontinue Ceclor in the event ol

allergic reactions to it

• Prolonged use may result in overgrowth

of nonsusceptible organisms
• Positive direct Coombs' tests have
been reported during treatment with

cephalosporins

• In renal impairment, safe dosage of

Ceclor may be lower than that usually

reoommended Ceclor should be admin-

istered with caution in such patients

• Broad-spectrum antibiotics should be
prescribed with caution In individuals

with a history ol gastrointestinal

disease, particularly colitis

• Safety and effectiveness have not been
determined in pregnancy, lactation, and
infants less than one month old Ceclor

penetrates mother s milk Exercise

caution in prescribing for these patients

Adverse Reactions: (percentage of

patients)

Therapy-related adverse reactions are

uncommon Those reported include

• Gastrointestinal (mostly diarrhea): 2 5%
• Symptoms of pseudomembranous
colitis may appear either during or after

antibiotic treatment

• Hypersensitivity reactions (Including

morbilliform eruptions, pruritus, urticaria,

erythema multiforme, serum-sickness-

like reactions): 15%, usually subside

within a few days after cessation ot

therapy These reactions have been
reported more frequently in children

than in adults and have usually occurred

during or lollowing a second course ot

therapy with Ceclor No serious sequelae

have been reported Antihistamines

and corticosteroids appear to enhance

resolution of fhe syndrome

• Cases of anaphylaxis have been reported,

half of which have occurred in patients

with a history ot penicillin allergy

• Other eosinophilia. 2%, genital pruritus

or vaginitis, less than 1%

Abnormalities in laboratory results of

uncertain etiology

• Slight elevations in hepatic enzymes
• Transient fluctuations in leukocyte

count (especially in infants and children)

• Abnormal urinalysis: elevations in BUN
or serum creatinine

• Positive direct Coombs' test

• False-positive tests for urinary glucose

with Benedict's or Fehling’s solution and

Clinitest' tablets but not with Tes-Tape’

(glucose enzymatic test strip, Lilly)

C 1986, ELI LILLY AND COMPANY |r)60ae5LRl

Additional intormation available to the

profession on request from Eli Lilly and

Company Indianapolis. Indiana 46285

Ell Lilly Iftdystries, Inc.

Carolina, Puerto Rico 00630600332



The Report of the Results of the Fifth Medical Examination of
Atomic Bomb Survivors Resident in the United States and Canada

Sumio Sugimoto, MD, president of the Hiroshima Prefectural

Medical Association, was one of the six-member team of

Hiroshima physicians who came to Hawaii in July 1985 to

conduct the examinations of the “hibakusha,” as the A-bomb
survivors are known.
Hiroshima is a sister city to Honolulu and the medical as-

sociation of that prefecture has had a longstanding friendship

with our HMA, with several visits back and forth of officials

and members.

The other members of the Japanese team were C. Ito, T.

Inamizu, H. Sasaki, M. Niimi, H. Yamada, and F. Doko. The
examinations this time were conducted at Kuakini Medical

Center, previously at The Queen’s Medical Center. The local

assistance was provided by the Hawaii chapter of the Committee
of A-Bomb Survivors, of which Izumi Hirano serves as presi-

dent and Mae Oda manager. Several local physicians helped out

by doing some of the testing. Dr. Fumio Doko has provided us

with a copy of the report.

These examinations of the hibakusha have been conducted
since 1977 in Honolulu and on the Mainland West Coast, but

for the first time they were also conducted on Maui and in

Canada at Vancouver. As the word has spread, more and more
of the estimated 1,000 hibakusha in North America have attend-

ed these clinics. By the 1985 examination, 682 had been iden-

tified, including 18 in Canada; 339 or ca.51 percent were

examined in 1985, 79 in Hawaii which has a registered number
of 124 hibakusha who have come forward. Hawaii has the

second-largest number, California having 445 known, but they

also reside in 18 of the United States and in two Canadian
provinces.

The reasons for the relatively slow growth of the identifica-

tion is probably because many of them do not wish to reveal

themselves as having been exposed to radiation that may have

very long-term health effects. The obtaining of life and health

insurance is one, but there is also the stigma attached to

revealing one-self as a member of a vanquished race, even

though the “kibei nisei” or “kika nisei,” as they are called

upon returning to their home country, are Americans or Cana-

dians. Some also reveal the effects in scars and disfigurement,

which engender unacceptable pity, condolences, etc. and signal

the hibakusha out from among the crowd.

Countering this “withdrawal” force, however, is the growing

realization among the hibakusha that to have a “handbook”
certifying as to their status, obtainable only in Japan apparent-

ly, is of increasing value, as most of them become elderly and

perceive the need for increased assistance should they become

incapacitated. The Examining Team reports that about 30 per-

cent have “diseases” now that make them eligible for health

management allowances under Japanese law (which we presume

is not available to them unless they are residents of Japan).

For example, in Hiroshima, as of March 1985, there are

113,885 hibakusha who are given pretty much total medical care

and subsistence if they have these certifying documents. Here in

the United States, the hibakusha get no special considerations

from the U.S. government. Three-fourths of the hibakusha in

North America lack these documents and are, therefore, a bit

anxious about it. Some even make the trip to Japan particularly

to obtain such documentation, but many cannot afford to do

so.

The mean age of the hibakusha in Hiroshima is 59.2 years; it

is 56.3 ± 9 in North America. Interestingly, those over age 70 in

North America number 8.4 percent of the hibakusha, whereas in

Hiroshima they number 24 percent. Most of the hibakusha here

were in their second decade of life when the A-bombs exploded

over them.

In North America 97.2 percent of the hibakusha, through

extensive research, have had their exposure status confirmed,

i.e., where they were at the time of the explosion. They have

been divided into three categories: Within two 2 km of the epi-

center, which is 1.2 miles; those who were beyond that limit;

and the third category included those who were categorized as

“early entrants” into the zone of lethality. Of the 682 hibakusha

identified in North America, 65.7 percent were “directly ex-

posed” (39.7 percent of these within the two-kilometer perime-

ter; 14 individuals while in-utero). Those who were within the

two-kilometer perimeter made up 27.7 percent, while 42 percent

were outside that limit and 30.3 percent in the early entrants

group. Most of those examined here were exposed in Hiroshima

(90.7 percent) rather than in Nagasaki.

The hibakusha of record were each sent a detailed question-

naire to fill out prior to the examinations. Those that appeared

were given complete physical exams, laboratory studies in detail,

EKGs, etc. (details are available to those readers who wish to

examine the report at HMA or HML). A perusal of the results

does not reveal anything very striking; in some aspects the

hibakusha in North America are healthier than their count-

erparts in Japan, in others it is the opposite. The statistics seem

to reflect the demographic differences in lifestyle between the

loci, as research at Kuakini has already pointed out (HMJ Vol.

44 No. 8 August 1985). Twenty-three died between 1983 and the

1985 examinations in the U.S.

There was also no detectable difference in health or disease

between those within the two kilometers and the other two

groups.

Of interest is the statistic concerning hysterectomies, which

were listed as the most frequent surgical procedure done on the

hibakusha. If we intrepret the given statistics correctly, 22.3

percent incidence, as compared with an incidence of 28.2 per-

cent in the U.S. population, whereas among the hibakusha

residing in Hiroshima it is from 5 percent to 9 percent! Again,

does this reflect a different “lifestyle” in America, where we
have long been criticized for doing too many of these?

One of the parameters studied was labeled “Past Medical

History.” There is no indication as to whether this represents a

medical history as of the July 1985 examination, the initial exam
in 1977 or a PMH up to the moment of the A-bomb explosion.

We suspect it is one of the former. At any rate the cancer

incidence is recorded as eight uterine, six breast and one each

colon and thyroid, presumably found or recorded among the

hibakusha in the PMH. There is no attempt at comparison with

the expected incidence of such in the population in general, or in

the population of hibakusha residing in Hiroshima, or in Japan

as a whole.

These figures are meaningless, therefore. The same can be

said of the various medical symptoms and signs and the labora-

tory work. No correction for an aging population of hibakusha

seems to have been considered. Other than that one figure of 23

deaths between 1983 and 1985, there is no discussion as to

whether mortality was affected by the degree of “exposure”;

Hawaii Medical Journal—Vol. 45, No. 10—October 1986 345



certainly it seems to us that there has been no effect on

morbidity. Another parameter that merits interest is the psy-

hological effect.

A lot of effort and work has been put into these studies.

Local American cooperation has been manifest and should

continue. We here in Hawaii, with a large Japanese ethnic

component in our population, should be particularly interested

and helpful. Perhaps we should offer the Hiroshima Prefectural

Medical Association and its examining teams even more assist-

ance than we have.

Please extend your attention to the accompanying report on

the 1986 visit of the delegation of International Physicians for

the Prevention of Nuclear War (IPPNW) to Hiroshima.

J.I. Frederick Reppun, MD
Editor

Effects of Nuclear Medicine

We reproduce from the winter 1986 Pulse of PSR/Chicago
(Physicians for Social Responsibility, Chicago chapter, affiliate

of the International Physicians for the Prevention of Nuclear

War) an article about the JAMA and its editor-in-chief, George

Lundberg, MD:
Speaking at Rush Medical College to PSR/Chicago,

Lundberg said that JAMA has published articles on the effects

of nuclear weapons and their medical implications since Septem-

ber 1945, one month after the Hiroshima-Nagasaki bombings.

Cont;inuing
Medical
Educat;ion

CALENDAR OF ACCREDITED
EVENTS-CATEGORY 1

Accredited Programs of CME allow one unit of AMA credit for

each hour of instruction excluding all “breaks.” Som.e programs
also are accredited for AAFP prescribed credit.

LOCAL ACCREDITED PROGRAMS
ONGOING

For a complete list of ongoing programs, please refer to the

September 1985 issue of the HAWAII MEDICAL JOURNAL.
Further information is available through the individual institu-

tions or through the HMA’s CME Department.

SPECIAL EVENTS
All special events should be confirmed with the CME program
sponsors, as cancellations are not necessarily reported to the

HAWAII MEDICAL JOURNAL.

Oct. 18-25, Operative Arthroscopy, Janet Frank, assistant

1986 director. Continuing Education in Health Sci-

ences, UCLA Extension, 10995 Le Conte Ave.,

Room 614, Los Angeles, Calif. 90024, (213)

825-8423. Location: Maui.

Oct. 18-26, Annual International Body Imaging Conference,

1986 Dept, of Radiology, West Park Hospital, 22141

Roscoe Blvd., Canoga Park, Calif. 91304, (818)

340-0580 X280. Travel agent: Innovations in

Since then, the Journal has devoted sections of its recent August
editions to nuclear arms issues.

Last August, observing the 40th anniversary of the first use of

nuclear bombs, JAMA concentrated almost its entire publi-

cation to the nuclear arms buildup and its effects on current

medical practice. Several of the articles were prepared by PSR
officers and members.
At the Budapest meeting of the International Physicians for

Prevention of Nuclear War last year, Lundberg proposed a

medical student exchange between the U.S. and the Soviet

Union. He added that international relations between the two
major powers would improve through the exchange as would
more international travel, expanded trade, and broadened scien-

tific and cultural interaction. Such measures, he said, would be

“deterrences to any bombing attack.”

Asked during the question period about readership reaction to

last August’s issue, Lundberg said the responses were favorable

10 or 15 to one. JAMA, since its first report on nuclear arms,

has published 303 articles on the subject including discussions

on radiation and radiation biology. The Journal has 352,000

readers and is distributed in 132 countries. The AMA, prior to

Geneva summit, sent President Reagan its proposals for expand-

ing scientific and cultural exchange. The proposals were ac-

knowledged by the president. As to their effect, Lundberg said,

“You never know. You work with what you can.”

J.I. Frederick Reppun,

Editor

Travel, 9545 Reseda Blvd., Northridge, Calif.

91324, (818) 701-1164. Location: Maui Marriott.

Oct. 20-24,

1986

New Approaches to the Evaluation of Neoplastic

Lymphoproliferative Disorders, co-sponsored

with the University of Southern California, Dr.

John Parker, professor and co-chairman. De-

partment of Pathology, University of Southern

California School of Medicine, 2025 Zonal Ave.,

Los Angeles, Calif. 90033, (213) 224-7121. Loca-

tion: Maui.

Nov. 2-8,

1986

Districts VII-IX Continuing Medical Education,

American College of Obstetrics and Gynecology,

600 Maryland Ave., SW, Suite 300E, Washing-

ton, D.C. 20024, Attn: Barbara Kallas, (202)

638-5577. Location: Hyatt Regency Maui.

Nov. 5, 1986 Neurology Update: Parkinsonism and Other

Movement Disorders, Julie Woo, Straub Foun-

dation, 888 S. King St., Honolulu 96813, (808)

523-2311. Location: Hyatt Regency, Honolulu.

Nov. 30-

Dec. 3,

1986

Kawasaki Syndrome Research Conference, co-

sponsored with the American Heart Association,

the Center for Disease Control, and the NHLBI
of the NIH. Location: Kauai Hilton and Beach

Villas.

Dec. 21-27,

1986

Allergy, Immunology and the Practicing Physi-

cian, Symposium Maui Inc., Joe Harrison, MD,
P.O. Box 10185, Lahaina 96761, (808) 661-8032.

Location: Royal Lahaina, Kaanapali, Maui.
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... a gift from gown to town

Influenza A:
Prospects for Prevention and Control I:

Public Health Importance, Epidemiology,
Primary and Secondary Prevention Strategies

(The first of three parts)

David M. Morens, MD*

Influenza is the most important infectious disease in the United States today, killing

thousands of persons each year and causing significant morbidity, economic loss, and
loss of productivity.

Control of influenza depends upon coordinated efforts on the part of physicians,
patients, and health officials to: (I) Support sensitive influenza surveillance systems and
act upon surveillance data in timely fashion; (2) formulate and regularly evaluate and
revise preventive strategy guidelines that target and prioritize identifiable groups of
persons at risk of complications of influenza, at risk of transmitting influenza, and
engaged in essential community services; and (3) develop updated inactivated vaccines
and administer them to all targeted groups, and to all other individuals who wish to

decrease their chance of acquiring influenza.

Although the number ofpersons at risk of serious complications from influenza can

be expected to rise dramatically in the coming years, a brighter outlook for influenza

control in the future is suggested by the accelerating development of efficacious live

vaccines, by more aggressive and optimistic public health policies, and by the proba-

bility that once better vaccines are developed and widely used epidemics of influenza

caused by prevalent strains can be blunted by vaccine-induced herd immunity.

The impact of influenza viruses on hu-

man health cannot be overemphasized.

Each year in the United States one or

more circulating influenza viruses cause

significant morbidity and mortality, espe-

cially in elderly persons and those in

“high-risk” categories, including persons

with underlying pulmonary or cardiac

disease, or serious chronic conditions

such as diabetes mellitus’.

Though accurate estimation of in-

fluenza-specific rates of morbidity, hos-

pitalization, and death is impeded by the

difficulty in establishing the diagnosis in

individuals, in case reporting, in wide

yearly fluctuations in incidence, and in

Associate Professor, Department of Tropical Medi-
cine and Medical Microbiology, University of Hawaii
School of Medicine, Honolulu, Hawaii.

the contribution to the total disease pic-

ture of other medically important condi-

tions and supervening infectious agents,

surveillance-based and population-based

data from a variety of sources suggest

that influenza may account for a rough
annual mean of 20,000 deaths, and a

larger but undetermined number of total

hospitalizations and hospitalizations of

high-risk patients in the United States. 2-‘>

In one recent season alone (1977-1978),

the introduction of a new strain

[A/USSR/77(H1N1)]* and the first

full year of activity of a second [A/Tex-

as/77(H3N2)] were associated with

30,000 excess deaths (Department of

Health, Education, and Welfare. Secre-

tary’s Conference on Influenza. July 26,

1978. Summary Report. Published Aug.

7, 1978).

The best estimates of influenza mor-
tality come from the determination of

excess deaths attributed to either pneu-

monia, influenza, or both conditions, re-

corded by physicians on death certificates

and reported weekly by health officials in

121 American cities, including Honolulu,

to the U.S. Centers for Disease Control

(CDC). While it is impossible to de-

termine the exact causes of death in most
such individual cases identified by this

surveillance system, many years of ex-

perience show that to a remarkable

degree the excess mortality is both closely

correlated with influenza circulation, and
attributable to it.

Influenza is the single most important

cause of pneumonia-related death and
morbidity in the United States by virtue
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of its distinctive epidemiologic features

and its ability to cause both primary

pneumonia and to induce serious second-

ary pneumonias with a variety of

bacterial agents. Influenza must also be

considered to have a “holocaust poten-

tial” since it has caused, in the past,

astonishingly high mortality in healthy

persons. Most notably, in 1918, when the

total U.S. population was 103 million,

half a million persons died of influenzal

Extrapolated to the 1985 U.S. popu-

lation, an influenza epidemic with the

same attack rate and case-fatality ratio

would produce 1,214,000 deaths in the

United States within a matter of months.

Influenza is also recognized as an im-

portant cause of nosocomial outbreaks in

hospitals, nurseries, and nursing homes,

infecting disproportionately the very pa-

tients at risk of serious complications. 5-’

In children, brochiolitis, bronchitis,

acute bronchospasm, croup, laryngitis,

and exacerbations of asthma are com-
mon sequellae of influenza infection.

Both influenza A and B have been linked

to Reye syndrome.* Influenza viruses

have also been associated with a variety

of other nonrespiratory conditions in

children and adults including myocarditis

and pericarditis, vasculitis and immune
complex diseases, aseptic meningitis and
encephalitis, Guillain-Barre syndrome,

myositis, rhabdomyolysis, acute
myoglobinuric renal failure and, in Asia

and Oceania, reports of influenza-as-

sociated “hemorrhagic fevers.

^

There is no doubt that influenza is an

important cause of death and illness in

Hawaii. For example, preliminary death

certificate data compiled by the Hawaii

Department of Health (kindly provided

by Arthur P. Liang, MD, MPH, Direc-

tor, Communicable Disease Division,

and Steven Terrell-Perica, MA, MPH)
suggest that in Hawaii 72 excess deaths

occurred in the peak months of the most
recent complete influenza season (De-

cember 1984-March 1985).

Although comparable morbidity fig-

ures are not available, it is certain, based

upon past experience in Hawaii, that

these unfortunate deaths represent the tip

of a very large iceberg that includes seri-

ous illnesses and hospitalizations, in-

capacitating disease, time lost from work
and school, considerable medical ex-

pense, other economic loss, and loss of

productivity.

Furthermore, the importance of in-

fluenza in Hawaii is greater than in most
other states and localities; Hawaii has

substantial civilian and military air traf-

fic from Asia, where new and virulent

strains typically originate, and an ex-

tended season during which influenza vi-

ruses may circulate, as demonstrated by

the influenza virus isolation program of

the Virology Section, Laboratories

Branch, Hawaii State Department of

Health. In addition, crowded living con-

ditions probably facilitate spread of in-

troduced strains on Oahu.

Regardless of the extent to which in-

fluenza incidence increases or declines in

the future, the incidence of complications

of influenza infection in Hawaii and in

the rest of the United States is destined to

increase, probably dramatically, as the

aging population will include more and

more persons with chronic diseases that

constitute risk co-factors. In 1985 there

were 32 million Americans over age 65;

by the year 2,000 an estimated 51 million

persons will be over 65. As modern medi-

cine continues to extend life expectancy,

more elderly Americans will develop

chronic conditions that increase the risk

of influenza complications. Also to be

considered is the accelerating trend to

place debilitated, elderly and ill persons

in nursing homes and chronic care hospi-

tal facilities, rather than caring for them

at home, thereby increasing their like-

lihood of influenza acquisition by institu-

tional transmission.

The Epidemiology of

Influenza A
Although prevention and control of

influenza is understandably a top health

priority, progress in this area has been

disappointingly slow. In part, the trouble

comes from the relationship between vi-

rus and man. Many excellent reviews of

these epidemiologic aspects of influenza,

including some which directly or indirect-

ly address the theoretical implications for

prevention strategies, are available. '‘*->6

Perhaps the most basic difference be-

tween the epidemiology of influenza A
infection and that of other viral diseases

is that influenza A virus is not only high-

ly adapted to human beings but appears

also to be unique in its extensive and

intimate adaptation to human popu-

lations. It is doubtful that the influenza

A virus could even survive without rela-

tively large interacting human popu-

lations in contact with animal “reser-

voirs” of related viruses.

Neither of these conditions were ob-

tained in man’s hunter-gatherer days

(before about 8,000 B.C.), and perhaps

not until as late as 3,000 B.C. or signifi-

cantly later. Although it is not known
how long influenza viruses have been

able to infect humans, circumstantial

evidence that the current survival strategy

of influenza A virus is based upon its

ability to adapt to populations as a

whole, rather than to the individuals

within them, suggests that the influenza

viruses we know today could have

evolved at any time after man began to

organize into civilizations.

What factors mitigate against a more
typical survival strategy? And what host

and environmental factors may be selec-

tive for a “population” strategy? These
important questions must be answered if

we are to successfully control influenza

A. First, like other viruses transmitted by
the aerosol route, or by the secretion-to-

fomite/secretion-to-hand routes, human
influenza A viruses are not maintained

by animal or insect vector hosts. Sec-

ondly, they are characterized by a short

incubation period, high degree of trans-

missibility, and short duration of excre-

tion. Thirdly, they do not establish per-
i

sistent or latent infections. I

These three features alone would
|

rapidly spell extinction for most viruses:

The first introduction of such a virus into

a population would quickly cause wide-

spread infection, the virus would disap-

pear in the absence of additional suscep-

tible hosts and, assuming protective im-

munity was induced, it would be

prevented from reappearing thereafter.

To a great extent, the suggested elements

of the influenza A survival strategy,

listed below, reflect apparent adaptation

to the considerable challenge presented

by immunity in host populations:

1

—

By virtue of their ability to estab-

lish mostly local infection of cells

lining the respiratory tract, in-

fluenza viruses avoid significant

confrontation with the systemic hu-

moral immune system, and in some
instances may not induce particu-

larly high or long-lasting levels of

protective circulating antibody.

2

—

Some evidence suggests that several

animal species may function not as

virus reservoirs, but as factories for

“genetic refitting” of human in-

fluenza A viruses, able to construct

and release new virus strains with

antigenic sites not recognized by

protective antibodies prevalent in

human populations, ^ and what is

more important, to construct them

in isolation from the selection

pressures of human antibody.

3

—

Another population-adaptive genet-

ic mechanism is that of reassort-

ment of RNA genome segments,

which occurs at high frequency in

vitro and perhaps in vivo. Any mu-
tation which occurs in any genome
segment may thus ultimately find

(Continued on page 351)
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(Continued from page 348)

its way to other wild influenza

strains, providing a fresh and seem-

ingly endless supply of new virus

phenotypes. If reassortment occurs

in animal hosts that do not develop

illness, as appears to be the case,

the reassortants have an added
survival advantage because of their

seclusion from first-stage selection

pressures in nonhuman hosts.

4—A final population-adaptive mecha-
nism is that of genetic changes on

the genome of individual RNA seg-

ments coding for the virus hemag-

glutinins. These changes, occuring

at restricted loci, appear to cause

disproportionate changes in anti-

genicity at certain critical sites on
the hemagglutinin, the external

structure highly associated with in-

fectivity properties. Accumulating

molecular evidence'''-^' suggests the

following scenario: The hemag-

glutinins are composed of two S-

linked polypeptides (HAl and
HA2) coiled into a “lollipop-on-a-

stick” configuration of arranged

trimers, the HA2 comprising much
of the stick, stabilized by oligosac-

charides, and the HAl comprising

all of the external “lollipop” end
— a globular protein with a distal

attachment site capable of inter-

acting with human cell surface re-

ceptors. The attachment site is a pit

surrounded by rims of the folded

HAl sequence, and three of four

major antigenic sites on the hemag-

glutinin appear to lie along the rim

of the attachment pit, susceptible

to significant antigenic alteration

by as little as one amino acid sub-

stitution. From a teleologic per-

spective it may be speculated that

influenza A viruses have evolved a

programmed genetic instability at

restricted RNA sites coding for crit-

ical epitopes around the attachment

pit in response to the selective

pressures of antibodies, en-

countered in human populations,

that form a complex with the “pre-

vious” versions of the epitopes.

Such antibodies presumably pre-

vent cell infection by steric hin-

drance or induction of conforma-

tional change, but are helpless

when a new strain appears because

they can no longer recognize the

critical epitopes. When the popu-

lation prevalence of antibody to

circulating strains is too large, or

the mean antibody titer too high.

an influenza variant with a novel

antigenic site along the HA rim,

whether arising de novo, or via re-

assortment with an animal or an-

other human influenza virus, has a

competitive advantage in circum-

venting the defense mounted by
antibody molecules prevalent in the

population.

Primary and Secondary Prevention

of Influenza A
Such speculations about the dynamic

and unbalanced commensal relationship

between influenza viruses and human
populations to which they are evolu-

tionarily adapted suggest that influenza

can be conquered only by extraordinary

measures based upon thorough un-

derstanding of host-virus relationships. It

is apparent that measures for control of

many other virus diseases are not appli-

cable to influenza A. Quarantine, isola-

tion, school or work exclusion and other

measures to limit virus spread from in-

fected individuals to others are impossi-

ble because the influenza incubation peri-

od is too short to permit identification of

exposed individuals, the virus is excreted

before symptoms begin, clinical manifes-

tations may be nonspecific or absent,

infection can arise from aerosolized se-

cretions inhaled in public and other

places that cannot be identified as posing

a risk of infection and because the virus

can be transmitted effectively any-

where—not only in school, work and
public locations, but also at home within

the family and in the hospital.

Until recently, drug treatment effective

in limiting spread or preventing infection

after exposure was not available. Ap-
proval of amantadine for treatment and
prevention appears to be unlikely to in-

troduce a meaningful role for antiviral

chemotherapy in public health efforts to

prevent influenza in open communities,

because of safety considerations, com-

pliance, expense, and uncertainties about

determining when and under what cir-

cumstances medication should be admin-

istered, and when discontinued.

* Strains of influenza virus are assigned a code name
that indicates the virus type (only types A and B

are commonly human pathogens), the place and

year of isolation, and the two major surface pro-

teins that determine strain identity, antigenicity,

and infectivity, the hemagglutinin (H) and the neu-

raminidase (N) proteins. In the period 1978-85 only

HlNl and H3N2 influenza A viruses have

circulated.
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... a gift from gown to town

Influenza A: Prospects for Prevention

and Control II: Immunization —
Current Status and Hope for the Future
(The second of three parts)

David M. Morens, MD*

Immunization with inactivated in-

fluenza vaccine is the only current avail-

able option to prevent infection of indi-

viduals and, it will be argued, community
outbreaks of influenza. This was also the

case 45 years ago when influenza vaccine

development was first undertaken. The
memory of the 1918 epidemic with 20

million deaths worldwide compelled mil-

itary health officials at the dawn of

World War II to create both a Commis-
sion on Influenza and a Commission on
Immunization with in the newly formed
Armed Forces Epidemiology Board. Un-
der board-sponsorship, and with the col-

laboration of the Rockefeller Institute

and American universities, a formalin-

inactivated influenza vaccine was
produced in the allantoic fluid of em-
bryonated eggs.' After the war, under

sponsorship of the National Institutes of

Health, development of inactivated

(killed) influenza vaccines was continued,

and products were eventually licensed for

general use.

In recent years, vaccination has been

recommended for persons in “high-risk”

categories, including, in 1985, persons of

any age with serious chronic pulmonary
or cardiovascular disease and residents of

nursing homes and other chronic care

facilities. In addition, vaccination is now
recommended for all individuals over age

65, regardless of health status, and for

persons of any age with serious
“metabolic” or other chronic diseases

such as diabetes mellitus, renal dys-

function, asthma, anemia, collagen
vascular disease, immunosuppression,
etc.

However, in the past 20 years the med-
ical and lay communities have been un-

enthusiastic about influenza vaccines.

•Associate Professor, Department of Tropical Medi-

cine and Medical Microbiology, University of Hawaii

School of Medicine, Honolulu, Hawaii.

While the importance of preventing in-

fluenza was never in doubt during this

time, lack of public acceptance of in-

fluenza vaccination discouraged health

officials from formulating aggressive

vaccination strategies and policies. This

led to influenza vaccination not even be-

ing made available to all persons at high

risk of complications. At the same time,

official policies targeting limited seg-

ments of the public, presented with im-

plicit skepticism, reinforced the public’s

negative attitude, resulting in a vicious

circle. The hope for a turnaround in the

situation was further eroded in 1976-77

with the “Swine Flu Affair”: The failure

of a predicted HswlNl epidemic to mate-

rialize, the temporal association of vacci-

nation with Guillain-Barre syndrome for

several hundred Americans^, the outcry

that followed, and the premature termi-

nation of that year’s vaccination pro-

gram.

Many observers and public health ex-

perts believe that the inactivated in-

fluenza vaccines, as currently con-

stituted, are unlikely to gain full public

acceptance in the foreseeable future. Al-

though the reasons for this lack of public

acceptance are multiple, they must be

carefully considered in the context of

development of new vaccines, or change

in vaccination policy:

—The public believes that influenza is

not a serious problem.
2

—

There is widespread aversion to in-

tramuscular injections.

3

—

Many persons remember or have

heard about the reactogenicity of early

influenza vaccine preparations.

4

—

Yearly revaccination with an ‘up-

dated’ preparation is required to main-

tain protective immunity.
5

—

Not all vaccined persons develop

protective immunity.
6

—

There is a growing trend toward

public skepticism about recommenda-
tions of any kind from government and
other authority figures.

Yet while reluctance to embrace cur-

rent influenza vaccines persists, the need

for vaccine-based prevention programs is

steadily increasing. Recent revisions^ of

vaccination recommendations by the

ACIP (the Immunization Practice Ad-
visory Committee of the U.S. Public

Health Service) herald a new era of in-

fluenza vaccine strategy. ACIP has re-

cently expanded its policy of targeting

only high-risk individuals for vacci-

nation, to include recommending vacci-

nation for: (1) healthy persons at risk of

transmitting influenza to high-risk per-

sons (e.g., health care personnel); (2)

healthy persons who provide essential

community services (e.g., policemen),

and (3) healthy individuals who wish to

reduce the chance of acquiring influenza.

Although the aim is not stated by ad-

visory groups or other authorities, it

seems inevitable to the author that a

consensus of preventive medicine opinion

in the United States will eventually lead

to an inclusive influenza vaccination poli-

cy, i.e. a policy that addresses not only

individual prevention but prevention or

control of influenza epidemics by main-

taining population herd-immunity. In

view of current influenza vaccine im-

munogenicity, the duration of immunity

conferred by immunization, antigenic

drift and shift, and poor public and med-
ical acceptance, it may be reasonably

questioned whether such a goal can ever

be achieved with existing vaccines.

Live Influenza A Vaccines —
Hope for the Future?

In view of the image problem and the

incomplete efficacy of recent inactivated

influenza vaccines, particularly for im-
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TABLE 1

Clinical Trials with A/Ann Arbor/6/6()(H2N2)ca and H3N2 Reassortment Progeny Reported in the Medical/Scientific
Literature for which Inferences Are Made About the Relationship Between Infection as Determined By Virus Shedding and
Seroconversion

Ref. Clone/ SP** SN SP SP
Year Author No. Strain Host Dose Serologic Criteria* N SN SC SP SC

1973 Kitayama 20 Master Adult 4,8 TCIDso Hl-SC 9 0/4 0/5 0/2 0/2

Strain inmates

1977 Maassab 21 CR-19 Young 7.2 TCID 50 HI; Nl; Nt 13 0/5 7/8

adults

1977 Davenport 23 A/Queens/6/72 College 6.3 EID50 Hl-SC 25 2/2 9/9 0/8 6/6

students

1979 Murphy 24 CR-18 Adults 8.5 TCID50 Hl-S; Nl-S; Nt-NW 12 — 9/12 — —
Adults 7.5 TCID50 Hl-S NI-S; Nt-NW 10 0/5 5/5 — —

CR-19 Adults 7.0 TCID50 Hl-S; Nl-S; Nt-NW 13 0/5 7/8 — —
1980 Moritz 28 CR-22 College

students

7.8 EID50 Hl-S 9 — 4/6 — —

6.8 EID50 Hl-S 9 0/1 2/3 — 3/5

5.8 EID50 Hl-S 9 0/2 1/4 0/3 —
4.8 EID50 Hl-S 10 3/8 — 0/2 —

1981 Murphy 30 CR-29 cl2 Adults 7.5 TCID50 HI-S; Nl-S; ElA-S 24 2/8 6/16 — —
CR-31 cl3 Adults 7.7 TCID50 Hl-S Nl-S; EIA-S 12 2/2 6/10 — —
CR-31 Clio Adults 7.7 TCID 50 HI-S; NI-S; EIA-S 17 2/3 3/14 — —

1982 Wright 45 CR-29 Young

children

6.4 TCID50 HI-S 10 — 10/10 — —

1983 Clements 34 CR-29 Young 7.5 TCID50 HI-S; EIA-S; EIA/A/NW 24 5/12 12/12 — —
adults

CR-29
1 »

6.5 TCID 50 Hl-S EIA-S; EIA/A/NW 15 5/9 6/6 —
CR-29

»

»

5.5 TCID 50 HI-S EIA-S; EIA/A/NW 15 5/12 3/3 — —
CR-29

1 *

4.5 TCID50 Hl-S EIA-S; ElA/A/NW 12 2/11 1/1 — —

1984 Clements 37 CR-48 Young

adults

7.5 TCID 50 HI-S NI-S; EIA/A/NW 16 3/5 11/11 — —

1984 Clements 39 CR-48 Adults 7.5 TCID50 NI-S Nl-S; EIA/A/NW 34 0/5 5/29 — —
Adults 7.0 TCID50 Nl-S NI-S; EIA/A/NW 31 0/6 6/25 — —
Adults 6.5 TCID50 Nl-S NI-S; EIA/A/NW 18 0/8 3/10 — —
Adults 5.5 TCID50 NI-S NI-S; EIA/A/NW 32 1/20 3/12 _ —
Adults 4.5 TCID 50 NI-S NI-S; EIA/A/NW 16 0/15 0/1 — —

•S = Serum, NW = nasal wash, A = IgA, SC = Seroconversion

••SN = Seronegative, SP = Seropositive. SN/SN = seronegative before and after vaccination, SN/SC = vaccination-asosciated seroconversion, etc.

mune individuals,‘5* vaccination with

live influenza viruses must be considered.

Theoretical and real advantages of live

vaccines suggest that they could live up
to newly optimistic public health policies.

Attributes of an ideal live influenza vac-

cine would include the following: Rapidi-

ty and ease of development, inexpensive

manufacture in large volumes and doses,

ability to infect a high proportion of

vaccinees without inducing clinical ill-

ness, immunogenicity, induction of im-

mediate and long-lasting protective im-

munity, induction of both secretory and
humoral immunity, lack of association

with neurologic or other serious com-
plications, ease of administration and ac-

ceptance by physicians, patients, and
health officials.

Live influenza vaccines were first pro-

posed in 1937,'' at a time when America
was disenchanted by the unfortunate and
widely publicized 1935 failure of the

Kolmer live polio vaccine.* But World

War 11, which began in 1939, led Ameri-

ca to reconsider. The first live influenza

vaccine, developed under the Armed
Forced Epidemology Board, was a strain

selected from egg culture. Attenuation by

serial passage in eggs was soon ac-

complished. Before the advent of tissue

culture, however, it became apparent

that without reliable in vitro or animal

markers of attenuation, it would be dif-

ficult to select attenuated viruses. Under

the best of circumstances, early and often

unsuccessful human trials were neces-

sary. Influenza virus growth in tissue and

organ culture offered few advantages.

From a practical point of view the

remarkable ability of influenza viruses to

change antigenically, and the correspond-

ing need to constantly develop new vac-

cines for immediate production and use

was disheartening. A more reasonable

strategy seemed to be to pervert the ge-

netic adaptational ability of influenza

viruses by identifying or creating at-

tenuated master strains to use as donors

of reassortant genetic material to other

strains.

This strategy took three parallel paths:

Development of host-range mutants,

temperature-sensitive (ts) mutants and
cold-adapted (ca) mutants. The host-

range mutants used as genetic donors for

live vaccines have been high-passage

strains that are attentuated for man.^
However, in clinical trials of reassortants

between donor-mutant and wild strains,

even when associated with contribution

of all six donor RNA segments not cod-

ing for glycoprotein, virulence properties

remained.

Development of ts strains by cul-

tivation in the presence of a mutagen
(e.g. 5-fluoro-uracil) seemed more prom-
ising. After induction of mutation,

strains were selected for growth prop-

Hawaii Medical Journal—Vol. 45, No. 10—October 1986 353



TABLE 2

Influenza Seropositivity Rates in Healthy Young
Adults* Determined By Screening of Serially Diluted

Serum By HI, 1979-84

Year

Serum
Obtained N HI Antigen Source

% Seropositivity

By
Influenza Type

HlNl H3N2

1979 72 A/Hong Kong/8/68 — 71%
72 A/Victoria/3/75 — 50%

1981 65 A/Hong Kong/8/68 — 78%

1982 66 A/Brazil/ 11/78 — 18%
66 A/Bangkok/1/79 — 30%

1983 62 A/Bangkok/1/79 — 21%
62 A/England/333/80 18% —

1984 74 A/Philippines/2/82 — 49%
74 A/England/333/80 20% —

1985* 26 A/Philippines/2/82 — 69%

* Serums obtained from department faculty and staff in the annual serum banking, Jan. 28, 1985, were

tested against A/Philippines/2/82 HA. A large-scale community-wide outbreak of influenza A
had peaked at about the same time. About 20 percent of those donating serum had had influenza or

recent influenza-like illness.

erties at low temperature. In this way a

promising initial donor was identified,

and reassortants were produced with this

ts-l[E] phenotype." By many criteria the

ts-l[E] series was successful, yet reassor-

tants sometimes caused fever in

seronegative adults'^ and illnesses in chil-

dren that were associated with ts-re-

version*3.i4, a second ts-donor was
produced with two ts-lesions on different

complementation groups (ts-lA2), in the

hope that “double reversion” would not

occur."

In general, ts-lA2 vaccines were an
improvement over the first generation

ts-l[E], but in one instance of a child

vaccinated with a ts-lA2 reassortant with

A/Alaska/77 (H3N2), a “pseudorever-

tant” was produced by mutation at an
unrelated site, resulting in suppression of

the ts-property altogether." " It thus ap-

peared that some of the ts mutant re-

assortants possessed an unexpected
degree of genetic instability.

Development of cold-adapted (ca) in-

fluenza vaccines had its inspirational be-

ginning with the success of the cold-

adapted polio vaccine of Sabin, de-

veloped in 1957 and administered in the

United States and most other countries

since 1961. Like live polio vaccines, live

influenza vaccines administered on a

community-wide basis could provide an
extra advantage over killed vaccines in

epidemic control by competing with wild

viruses for the same hosts.

In 1967, Maassab reported develop-

ment of ca vaccines," adapted to 25

degrees Celsius, two of which were tested

in human volunteers and found to be

attenuated .
"20 One of these ca strains,

A/Ann Arbor/6/60(H2N2), has sub-

sequently been used as a donor to co-

infect cells with wild strains to produce
ca reassortants. Though the resulting

vaccines have varied in biologic prop-

erties, they all contain a majority of the

genome of the ca donor parent, derived

from reassortment in tissue culture at 25

degrees Celsius, in the presence of H2
and N2 antibody, to assure selection of

progeny with not only wild H and N but,

ideally, ca donor internal and nonstruc-

tural proteins.

Finally, they have been cloned by the

plaque pick method and checked by poly-

acrylamide gel electrophoresis to verify

their purity and parental history. From a

practical point of view it should thus be

valid to consider progeny vaccines that

contain all six RNA segments coding

nonglycoprotein equivalent as identical

with respect to temperature-related

growth properties, genetic stability, and
reactogenicity, but of different anti-

genicity. That is, they should be identical

in almost all respects with the following

two exceptions: (1) Ability to induce anti-

body and cell-mediated immune response

in the seronegative host, and (2) infectivi-

ty properties modified by pre-existing im-

munity in the host to the wild H and N.

As of mid-1985, results of at least 27

clinical trials of 794 adults and 209 chil-

dren (1,005 persons in all) with (HlNl)
and (H3N2) ca progeny of the A/Ann
Arbor/6/60/(H2N2) ca strain have

been published. « It appears that when
reassortant progency contain all six

donor nonglycoprotein genes they are ge-

netically stable, nonreactogenic, of high

immunogenicity for seronegative hosts at

intermediate-to-high doses, and of inter-

mediate immunogenicity for seropositive

hosts.

Combined data from several sources in

which adequate vaccine doses were given

(>6.5 TCID50) and, where data were avail-

able, in which seroconversion was de-

termined by more than one serologic test,

suggest an approximate seroconver-

sion rate in seronegative persons of

about 86 percent for (HlNl) vaccines

and 72 percent for (H3N2) vaccines, and
in initially seropositive persons of about

56 percent. 2^’ J'’. " in one study, however,

a paradoxically increased neutralization

seroconversion in vaccinated persons

who were seropositive was noted.”

Virus shedding, indicative of infection,

is usually of low titer and of com-
paratively short duration26. 27. 30, 34. 38 in

adults. Transmission to others is typically

not found. 23 . 28. 29 Seroconversion rates in

seronegative children appear to be

equivalent to those of adults after vacci-

nation with a “childhood” dose of lower

titer32 and preliminary data indicate that

when administered in combination, the

(HlNl) and (H3N2) ca vaccines are just

as immunogenic as when administered

singly.*” Perhaps more importantly, vac-

cine-induced immunity appears to cor-

relate with protection from challenge by

wild strains associated with community
(H3N2) outbreaks, 32. 42 or wild (H3N2)
experimental challenge, 3’ and from ex-

perimental infection with subsequently

administered (HlNl) ca strains. 35. 38

But apart from the harshest of tests —
infection with wild virus — how can we
reliably evaluate the effectiveness of

these vaccines in study subjects? Is anti-

body alone protective? If so, is there a

threshold level below which protection

no longer occurs? These are important

questions to be answered if we are to test

extensively the vaccines in people, and
eventually to license and use them. Un-
fortunately, based upon the extensive

clinical trials with the ca vaccines, 21-43 Jt

appears that no single test can document
infection, let alone protection, in all vac-

cinees. Traditionally, immunization with
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REAL ESTATE
OPPORTUNITIES

PACfflC ISLANDER HOTEL

a condominium conversion

249 Kapili St., Waikiki

39 of the fully furnished

studio apartments in 12-

year-old building, available

as a package for $1,300,000

(average of $33,333 per

unit) leasehold. Excellent

assumable financing.

Call for details.

SPENCER/SEWELL REALTY, INC.
975 Kapiola.li Blvd (800) 537-5511

Earl Thacker Ltd.
SINCE 1*30, i TRADITION In HAWAII'S REAL ESTATE INDUSTRY

Kipahulu, Maui

A secluded Hide-away in a 17 acre garden
pctradise. The A-trame design main house
features a gazebo which overlooks a
scenic waterfall. The guest house is set on
a spectacular black sand swimming
beach. An adjacent freshwater stream and
pool inspire Hawaiian legend. Offshore is-

land frame a view of the Big island. The
pUtntings create an atmosphere of a
botanical garden. A partial interest in addi-

tional 14 acres assures privacy.

$1,750,000 FS

Barbara Thompson (R) 373-3448
On Maul-AB>orta DoJotly (RA) 879-4433

»» Ktlakaua Avsnus, Suite 1415, Phone 923-7666

GOOD CONDOMINIUM BUYS
OCEANFRONT AT WAIKIKI SHORES. $225,000

Two bedroom corner unit with un-
obstructed ocean views. Excellent
rental income. Owner can carry long
term agreement. Recently upgraded.

OCEANFRONT AT SANS SOUCI 1448,000
On the Gold Coast between New
Otani Hotel and Colony Surf. Excel-
lent white sand swimming beach.
Two bedroom. Owner may consider
exchange,

CANTERBURY PLACE $189,000
Famous "D" corner unit. A one
bedroom but with 5 rooms and nearly
1200 sq. ft. Two lanai's, spa, heated
pool, sauna. Excellent management.
Terms.

LTD.

( 922-4622 • 395-6524
2222 Kfllfllcaua Ave . Suite 713, Honolulu. Hawaii 96818

REDUCED & ANXIOUS
Custom Cedar Homes located on a large lot sur-

rounded by a moss rock wall. Just steps to the beach.

Home features cathedral ceilings, gourmet kitchen,

luxurious bath, wide decks, work shop & lots of

storage. Reduced to $189,900 Fee.

BEACHFRONT
6 bdrm, 2 bath duplex. Located on secluded sandy

beach. Live in one & rent the other. Or excellent for a

HUI. Great fishing area. Reduced (o $210,000 Fee.

NEW LISTING
Beachfront 3 bdrm, 1-1/2 baths. Located on a cul

d’sac in Mokuleia. Great weekend retreat $199,000

Fee.

A/\ariann(2
‘

I, Pr(Abrigo, Properfies

P.O. Box 867, Halelwa, Hawaii 96712 637-3511

WAIKIKI <SHODE6

THIS VIEW CAN BE YOURS’

You may not want to leave the comfort of this

furnished 2 bedroom Penthouse to 50 to the

beach just outside your door , . but it is

there when you want it! Leasehold. Co-op.

$295,000

Peggy Slock (D) 373-4346

aARK
(808) 944-8744

LOOK AT THESE VALUE
PACKED PROPERTIES!
DOWNTOWN: HONOLULU TOWER #1905.
Immaculate mtn. view one bdrm w/2 parking

stalls. FEE SIMPLE VA/FHA Approved. Lovely

recreation facilities. $1 17,500. An exceptonal buyl

ALA MOANA: YACHT HARBOUR
TOWERS. #1907 Located in preferred Diamond
Head Tower. One bdrm. expansive Ocean,
Harbour and Magic Island Views Enclosed lanai.

Central air, upgraded tiled bar counter add to its

luxurious quality $215,000.

MAKIKI: VILLAGE MALUHIA #807 Well kept

2 bdrm. 1 bath w/ixean view is a g(3od buy.

Super amenities, nice grounds. Great location!

Low maintenance fees. Low price of $78,000!
FHAA/A Approved.

SHUBERT PROPERTIES, INC. is inter-

viewing new and experienced agents looking

for a small but stable and honest company to

work for. CONFIDENTIAL INTERVIEWS
WITH MR, JOHN SHUBERT (R) 538-3500.

SHUBERT PROPERTIES
m

538-3500
1 laa Btthop Street Suiie 3001 • Honctuiu. Howau om 1 3 MLS.

MARINERS COVE - HAWAII KAI

JUST MOVE RIGHT INI No need to remodel . . the

work has all been done for you. One of a kind three

bedroom, three bath home with new kitchen, paint,

carpet, bath fixtures, koa doors and solar Large

family room and a deck to sun yourself beside the

swimming pool.

$289,000 Lease.

ADMIRAL THOMAS CONDOMINIUM
UNQUESTIONABLY, Makiki’s finest condo. A
prime, two bedroom, two bath END UNIT with spec-

tacular city and ocean views. The apartment is in

mint condition with luxury appointments. Fabulous

amenities and a short drive to town. Seller will

assist In financing. One of the lowest priced 01
corner units in the building.

$309,000 Lease.

To view both these fine properties, call:

JANET SCHILLER (RA) 737-3352

I

dolman
Ir^ltors

IDEAL FOR
ENTERTAINING . . .

A fee simple home in Kaimalino— beautiful swim-

ming pool and spa area, with lava rock wall for

privacy — finished in every detail, with dramatic

ceramic tile floors, exotic wallcoverings — gourmet
kitchen. Two or three bedrooms, two baths, den,

family room. $299,000.

Stewait Wade. Ltd. (R) 259-7338

DELIGHT THE EYE
OF THE DECORATOR

The stuff that magazine articles are made ofl This

older Hawaiian home has wonderfully spacious

rooms, high ceilings — a charming front porch and
large deck with spa — six bedrooms, three baths.

FEE. $295,000.

Fran Britten (R) 261-2229

LTD., REALTORS
25 KANEOHE BAY DRIVE
KAILUA. HAWAII 96734
Telephone 254-3521

MALAEKAHANA BEACH RENTAL

Rent a luxurious 6 bedroom 4-bath home at Malaekahana Bay
This exquisite estate is one of the most beautiful country

rentals on the North Shore and is perfect for a two-family

vacation. The property can sleep up to 16 people and includes

a car, paddle tennis court and outdoor spa overlooking the

ocean Call for brochure: $250 a day

Nancy Bathen (R) 395-4565

HILL & CO.
specialists in fine residential properties

HONOLULU
373-9844



REAL ESTAT
OPPORTUNITIES

WAIKIKI DTOTMENTS
The inventory in Waikiki is shrinking rapidly, and new

price levels are about to be reached. Reasons for

this are manifold, but primary factors are rising rents

(due to strength of tourism in this beautiful state): the

strong yen; good available financing: and the total

lack of new inventory coming on hne in the future. The

following Waikiki hstings (all in quahty buildings) offer

you a chance to share in this great potential;

Discovery 5ay 2 bedroom. 2 bath comer unit,

hilly himished. $250.0001

Waikiki banyan — 1 bedroom furnished unit on

12th floor. $98.5001. 1-bedroom furnished unit

on 23rd floor. $115.0001. both of these in the

preferred Tower 1.

Pavilion — great value in this upgraded 1-

bedroom for $68.5001. Also furnished.

and A§6ociatcd, Doalbig)^

Aina Haina Shopping Centre, Suite 126

820 W. Hind Drive, Honolulu, HI 96821 • (808) 373-9869

EXECUTIVE RETREAT
in

Nuuanu Valley

$450,000

A private and secluded con-

temporary residence designed

to take full advantage of the

botanical garden setting. Soar-

ing ceilings, walls of glass,

wrap around deck, quality

woods characterize this unique

property built on over 1 3,000

sq. ft. of FEE SIMPLE grounds.

This is one of seven homes in I

LANA WAI, an exclusive resi-

dential development.

Grace Togawa Hawley (R) 396-9210

Ontu^ KAHALA HALE, INC.

4747 Kiiauea Avenue, Suite 212

Honolulu. Hawaii 96816

® (808) 735-7888

KOKO KAI
Sensational and Dramatic describes this huge 5

bedroom with fantastic views of Diamond Head,
mountains and the ocean. Extras include Pool,

Cabana, Porte Cochere, Carp Pond, “Floating”

dining room & more. Call about this executive

property.

$725,000 (L) mis 21080

NONA MEINEN (R) 395-6155

CLORIR ORMRON RSSOCIRTE5 INC.
KAHALA OFFICE HAWAII KAI OFFICE

732-1414 395-7522

AN ESTATE ALL YOOR OWN
Over 3/4 acre /4anoa estate with Spanish-style home and guest

cottage with red tile roofs. Also a caretaker’s house. Large formal

entertaining areas and tiled lanai with cool mountain and clear city

views. Privacy, greenery, space. $1,250,000 (FS)

Aleta Webb Klein (R) 53 1 -0808

LOXURIOaS AINANALU HOMES
Diamond Head beachfront with immaculate 6 year old home and

separate maid’s quarters. Ocean/Black Point view, private white sand

beach. $2,750,000 (FS).

Ocean view and private access to beach. 4 Bdrm, 4 bath home of over

5,000 sq. ft. Landscaped and maintained grounds. $2,200,000 (FS)

Barbara Dew (R) 595-3730

CotileyDew
Where Real Estate is an Art.

333 Queen St. • Suite 710 • Honolulu, HI 96813
A Real Estate Corporation

(808 )
524-2844



TABLE 3

Estimated Seroconversion Rates and Pre- and Post-Vaccination Antibody Prevalence For
100 Adult Residents of Oahu Vaccinated With Combined (H1N1/H3N2) ca Vaccine*

Combined Vaccination With

Pre-vaccination**

Doubly Seronegative

oH3N2 Seropositive ^

oHlNl Seropositive

oHlNl/oH3N2
Seropositive

40

40

10

10

ca (HlNl) vaccine

34 sc (HlNl) seropos.

^ 6 doubly seroneg.

34 sc (HlNl/o(H3N2) seropos.

6 oH3N2 seropos.

6 bHlNl seropos.

4oHlNl seropos.

.55 AR
^ g bHlNl seropos.

4 oHlNl seropos.

ca (H3N2) vaccine

26 scHlNl/scH3N2 seropos.

8 scHlNl seropos.

5 scH3N2 seropos.

1 doubly seroneg.

19 scHlNl/bH3N2 seropos.

15 scHlNl/oH3N2 seropos.

3 bH3N2 seropos.

3 oH3N2 seropos.

5 bHlNl/scH3N2 seropos.

1 oHlNl seropos.

3 oHlNl/scH3N2 seropos.

1 oHlNl seropos.

3 bHlNl/bH3N2 seropos.

3 bHlNl/oH3N2 seropos.

3 oHlNl/bH3N2 seropos.

1 oHlNl/oH3N2 seropos.

•For purposes of clarity, vaccination flow diagram is presented as if the two vaccines were administered sequentially, rather than in combined form.
••AR-‘Attack rate’ for infection determined by seroconversion only (excluding viral shedding without seroconversion in serum HI or Nl. or nasal antibody) based
upon estimates from clinical trial data present in text,

sc, o, b Subscripts refer to history of antibody development,

sc-seroconversion from seronegative to seropositive

o-“old” antibody within four— fold tier range pre- and post-vaccination of persons initially seropositive

b-‘boost’, four-fold or greater titer rise in seropositive individuals after vaccination

ca vaccine has been proved by serum

hemagglutination inhibition (HI)
seroconversion. Yet many individuals

who do not show seroconversion in

paired serums by HI do show sero-

conversion in nasal-wash specimens

(e.g., those that contain influenza

hemagglutinin(HA)-reactive secretory

IgA by ELISA), or in other tests of

secretory or serum antibody, such as

serum ELISA.
Investigators have increasingly sought

to document immunization by more than

one test, typically evaluating both serum

and secretory antibody titer change to

improve sensitivity in detecting ca vac-

cine “takes.” Among the tests most com-
monly employed to document immuniza-

tion are the serum HI and neuraminidase

inhibition (NI) tests, the serum HA-
ELISA, the HA-reactive IgA ELISA to

detect nasal-wash antibody'*^ and, in

some trials, neutralizing antibody. Of
these assays, those detecting secretory

immunity may be most relevant bio-

logically, since the nose and throat are

the portal of entry of influenza viruses.

The ca vaccine trial experience suggests

that if the serum HA-ELISA and nasal-

wash HA-ELISA are used, little addi-

tional information is to be gained by

adding other procedures.

In most of these studies virus isolation

was attempted, both for the purpose of

documenting infection, and to look for

revertants. Almost all individuals who
seroconvert (e.g., in the serum HI test)

shed ca virus,” whereas some who shed

virus do not seroconvert by HI”” sug-

gesting that the HI is insensitive in detect-

ing ca virus infection. However, when
multiple tests to document serologic

responses to vaccination are performed

the overall sensitivity increases to the

point where the value of isolation solely

for the purpose of detecting infection is

questionable (Table 1).

For example, in a recent report of

Clements and colleagues” only one of 54

seronegative ca vaccinees (<2 percent)

who received vaccine CR-48, and in

whom seroconversion did not occur in

the HI, NI, and nasal HA-ELISA tests,

had detectable virus shedding. While oth-

er investigators have documented a

higher rate of infection in serologic

nonresponders, ” it is questionable

whether such infection is of biologic rele-

vance, particularly in view of the fact

that immunity from influenza as de-

termined by resistance to challenge is as-

sociated with detectable, intermediate-

level antibody.

Good data about the response to sub-

sequent wild influenza challenge in ca-

vaccine nonresponders who shed virus do

not exist, but it seems likely they would

be of similar susceptibility to those vacci-

nated but not shedding virus, and to

those not vaccinated at all. Based upon

these extensive data, the National In-

stitutes of Health (NIH) have agreed to

fund a major five-year ca vaccine trial in

an “open” population. After considering

Honolulu and several other study sites
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TABLE 4

Before Vaccination After Initial Vaccination

40 percent doubly seronegative 1 percent doubly seronegative

10 percent (H1N1) + (H3N2) seropositive 78 percent (H1N1) + (H3N2) seropositive

40 percent (H3N2) seropositive 11 percent (H3N2) seropositive

10 percent (HlNl) seropositive 10 percent (HlNl) seropositive

for this longitudinal study, a Nashville,

Tennessee, community was ultimately

selected.

Extrapolating information reviewed

above to an open population, ca vaccines

could be expected to be safe for vaccinees

and their contacts, genetically stable, and

associated with an acceptable rate of

seroconversion. For example, based upon

HI data from Oahu (University of Ha-

waii Department of Tropical Medicine,

Table 2), vaccination of a representative

adult Oahu population with a vaccine

containing combined (HlNl)ca and

(H3N2)ca reassortants (Table 3) would

be expected to result in the post-vacci-

nation seroprevalence, rates show in Ta-

ble 4.

These estimates ignore possible virus

interference and cross-subtype protec-

tion. After the first vaccination with a

live combined ca vaccine 78 percent of

vaccinees would have (H1N1)/(H3N2)
seropositivity, including 26 percent with

seroconversion from doubly seronegative

to doubly seropositive, 19 percent with

(HlNl) seroconversion/(H3N2) titer

“boost,” 15 percent with (HlNl)
seroconversion/(H3N2) titer stability, 5

percent with (HlNl) titer boost/(H3N2)

seroconversion, 3 percent each with

(HlNl) titer stability/(H3N2) sero-

conversion, (H1N1)/(H3N2) double titer

boosts, (HlNl) tier boost/(H3N2) titer

stability, and (HlNl) titer stability/

(H3N2) titer boost and, finally, 1 percent

would have double (H1N1)/(H3N2)
seronegativity.

Thus, even current live vaccines appear

to be as immunogenic as their inactivated

counterparts. It is to be hoped that nasal

instillation would be more acceptable to

recipients than intramuscular injection,

necessary for the current inactivated vac-

cines.
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HMSA Answers

Physicians’ Questions

Q. Please identify each of the three

HMSA plans designed for senior citizens

and clarify the benefit structure for each

of these plans.

A: HMSA has two plans currently avail-

able to Hawaii’s citizens age 65 and over

— 65-C Plus and Medicare Plus. These

plans offer more simplified and economi-

cal financial protection for our senior

citizens while maintaining the patient’s

freedom to choose their physician. Both

plans are underwritten by HMSA under

special contracts with the federal govern-

ment. Under these contracts, HMSA
agrees to pay full Medicare benefits to

members or providers of care, but only

receives from the federal government a

reduced amount per Medicare member
(95 percent) of average Medicare ex-

penses. Any shortfall would be un-

derwritten by HMSA with any excess

income being used to improve or expand

benefits for the plan beneficiaries.

A third HMSA plan. Plan 65-C — a

qualified Medicare Supplement Plan —
still has substantial membership although

new enrollment is no longer being ac-

cepted. HMSA will continue to fully sup-

port this fee-for-service plan.

65-C PLUS. Type: Fee-for-service.

Members receive combined Medicare and

HMSA benefits from either HMSA 65-C

Plus Participating Physicians or other

non-participating providers. Partici-

pating Physician status under this plan is

open to all HMSA Participating Physi-

cians. In addition, this plan provides an

incentive for HMSA members to use the

services of 65-C Plus Participating Physi-

cians with minimal out-of-pocket ex-

penses.

Benefits: HMSA pays the full Medi-

care benefits and all Medicare deduc-

tibles and co-payments when 65-C Plus

Participating Physicians are used. Cov-

erage extends worldwide and also in-

cludes private-duty nursing and after-

hospital prescription drugs.

65-C Plus was the first “fee-for-ser-

vice” type contract to be approved by the

federal government under its new pro-

gram.
Medicare Plus Type: HMO. Members

receive medical care from the medical

staff of independently owned and oper-

ated “health centers” throughout the

state. Group practice clinics as well as

other physician associations may become

health centers for Medicare Plus. At

present, all Health Plan Hawaii health

centers qualify as Medicare Plus pro-

viders.

Benefits: Full Medicare benefits plus

coverage of all Medicare deductibles and

co-payments. Members pay only a small

charge for physician office visits. Also

covers routine physical exams, health in-

formation program, bimonthly news-

letter, and out-of-state urgent and emerg-

ency care.

Q: Please explain how a physician’s new
employee can make an appointment with

HMSA staff to review HMSA policy,
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CLASSIFIED NOTICES
To place a Classified Notice, call Margie at 521-0021.

$3.75 per line + 4% state tax. 4 line min., approx. 5

words per line. Payment must accompany order.

SERVICES

AUTO DETAILER'S
For Professional Car Care Service.

Car Wash* Handwax* Int. Detailing.

At Your Time & Place. For Appt.

Call John or Vinnie 235-2116.

REAL ESTATE

BIG ISLAND OF HAWAII
Country living at it's best in this nearly

new 4 bdrm., 3 bath home inch study,

formal dining rm., 15'x30' spacious
entertainment rm., 4 car garage & large

private intimate garden area with 8' oc-

tagon hydra-spa 8. wet bar. Top of the

line appliances in this ceramic tile

gourmet kitchen. Satellite TV dish.

Room for a tennis court & other develop-

ments on this FEE SIMPLE 3 acre land-

scaped estate. Only &198,500. PER-
REIRA PROPERTIES P.O.BOX 430 Pa-

hala, Hawaii 96777. Phone 928-8588.

(Free brochure of all of our listings

available)

EMPLOYMENT OPPORTUNITIES

FAMILY PHYSICIAN
WINDWARD

Must have excellent "Medical, Minor
Surgical & People" skills. Small group,

family practice 8, urgent care clinic. Full

time or locums. C.V. 8i references to:

MEDICAL DIRECTOR
45-934 Kam Hwy.
Kaneohe, Hi. 96744

NOTICES AND ANNOUNCEMENTS

Do you own, manage or control com-
mercial property in an area where
parking is in demand?

If so, let us show you how to create

income with paid parking.

We offer free consulting and design

services. Call us at 521-4905 for further

information.

DIAMOND PARKING, INC. Professional

parking services in Hawaii since 1971.
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MAKE A BRILLIANTINVESTMENT
Kaimuki
Business

Plaza

Purchase Your own Fee Simple Office Space

Buying office space in Kaimuki Business Plaza could be one of the wisest business

decisions you could ever make. It's located on Harding Avenue just off the Freeway

with ample parking for tenants and visitors alike. But perhaps the best thing about

Kaimuki Business Plaza is the price: just pennies more than current Honolulu rent

rates, and great terms; 10% down, 10% interest, no points, no closing costs, no

surprises. Just a great investment.

Chaney,Brooks
^lOIVlPANV
606 Coral Street

Honolulu, Hawaii 9681 ^

Phone: 544-1620

Ifyou do
business in Hawaii . .

.

and want an inside look at the business and profes-

sional community — including, but not limited to,

civil court cases, building permits, real estate trans-

actions, tax liens, new incorporations and partner-

ships; plus, a host of other informative features

. . . we have
news for you

For information call 521-0021.

particularly regarding completion of

forms and filing of claims, etc.

A: HMSA has a staff of Professional

Relations Representatives who regularly

assist physicians and their employees on

all aspects of HMSA health plans and

claims procedures. Please call 944-2300,

Monday through Friday from 7:30 a.m.

to 4 p.m. if you have a question or wish

to schedule an appointment.

Book
Review

Current Medical Diagnosis and Treat-

ment, Krupp, Chatton, Werdegar, 1,1S7

pages. Lange, Los Altos, Calif., 1985.

Current Medical Diagnosis and Treat-

ment is a collection of 34 chapters by

several authors. Besides covering the tra-

ditional general medicine subjects, ob-

stetrics, gynecology, and medical genetics

are also included. Chapters on Diabetes

Mellitus and psychiatric disorders are

very well-presented. However, there is no
consistency to the format of each

chapter. Some chapters begin with symp-

toms and signs, others do not. Shock

syndrome does not belong in general

symptoms. Description of abdominal
pain and loss of appetite has been

omitted from gastrointestinal symptoms.

Typical presentation of a disease con-

sists of essentials of diagnosis, general

considerations, clinical findings, dif-

ferential diagnosis, treatment, and prog-

nosis. The essentials of diagnosis por-

tions are many times, not well-thought

out. In addition, “salient features”

would be a more appropriate label than

“essentials of diagnosis.”

I would like to have seen representative

EKGs in the chapter on cardiology and

line drawings of esophageal ab-

normalities such as achalasia, spasm, and

Schatzki’s ring. A chapter on indications

and limitations of major diagnostic

procedures like a CAT scan would have

been welcome.

The book is more an outline for stu-

dents than a reference book for health

practitioners as intended by the editors.

It needs major changes to become a good
reference book.

Hari B. Mankani, MD
Assistant Clinical Professor of Medicine,

John A. Burns School of Medicine.

Staff Physician,

Veterans Administration Outpatient
Clinic,

Honolulu.
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HMA
Auxiliary

During the month of June, the aux-

iliary was represented by Ella Edwards,

state president, and Susan Irvine, who
was nominated president-elect at the an-

nual session of the AMA Auxiliary. Our
alternate delegate, Carol NcNamee, and

Lila Johnson were also present as mem-
bers of the National Committee of

AMA-ERF.
The annual session began June 15 and

ended June 18. The opening session took

place Sunday evening with the keynote

speaker being Maureen Reagan, a

challenging speaker who related her ex-

periences in Nairobi as leader and mem-
ber of the American team who met in

Nairobi at the International Commission
of Women. This was followed by a re-

ception honoring our out-going and in-

coming presidents.

On Monday afternoon the states were

represented on the podium and were al-

lowed a two-minute report. Hawaii, how-

ever, was given an extra minute because

of our annual lei-giving ceremony which

is always well-received.

Several resolutions were adopted dur-

ing the course of the meeting which

called for the encouragement of the aux-

iliary and medical associations to take a

more active role in the education of the

public about the dangers of tobacco

(smokeless tobacco in particular), alco-

hol, and drug abuse.

Other resolutions which were adopted

include the establishment of programs to

reduce severe injuries which could be the

result of shaking a child, increasing pro-

grams to reduce the risk of osteoporosis,

and establishment of coalitions with

Healthy Mothers — Healthy Babies.

The auxiliary delegation was honored

to be guests of the association delega-

tion’s dinner. To say a great time was

had by all would be a vast un-

derstatement.

The last day of the convention was

filled with installation speeches and rec-

ognition awards.

After a glorious final reception given

in honor of the incoming president of the

AMA, our delegation went to our hotel

for much-needed relaxation and prepara-

tion for the return home.
Again, the auxiliary wishes to express

its appreciation for the continued and
constant support of the HMA.

Ella L. Edwards
President

Did

you
know?
Saint Francis Hospital

is one of the top three

hospitals in Hawaii . .

.

and the fastest growing

Leaders in quality

health care.

Serving people of all

faiths, beliefs, or

ethnic backgrounds.

\
%

i

Saint Francis
Hospital

Discover the Difference

GRAND OPENING
Air conditioned, new, modern facility

Fire sprinkler & maximum security

30 parking spaces for your use

GREAT AMERICAN MINI STORAGE

629 Pohukaina Street 533-4955

Located between South St. & Keawe St.

Ma^flouier

\
WHY DID IT TAKE ONE HOUR
FOR YOUR SECRETARY TO RETRIEVE
THE 1984 PAYROLL RECORDS?
Are inactive tiles crowding you out ol your office? Maybe it's time you thought about

a records management program. Sound expensive? It's not! We'il show you how you

can actually save by using Mayflower's low cost records management program. We
provide security and protection tor vital records. We provide accessibility and release

premium office space for better use. Ask about our secured air conditioned spaces

tor magnetic tape or other sensitive storage needs.

For your tree estimate call:

TRANSPACIFIC-MAYFLOWER
1930 AulkI St.

847-1102
Crating • Packing
Storage • Moving

PUC 87-C ICC BMC 2934
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RETURN
TO WORK

THE GOAL OF THE INJURED WORKERS’ CENTER
65% of our clients have returned to work,

or are training for a newjob.

OUR REHABILITATION SERVICES:
* provide close treatment supervision

* provide individualized, active treatment programs
* define work capacities

* provide objective documentation
* identify alternative jobs

* prevent further injuries

INJURED WORKERS’ CENTER
(808) 544-3384

^REHAB
Kt'hahilitatinn Hospital of the Pacifii

226 N. Kuakini Street Honolulu, Hawaii 96817

MEMO
TO: ALL DOCTORS

FROM: PEQEX
Do you need assistance in obtaining a specialty

medical product?

Would you be interested in saving on quality

medical and surgical products?

Are you planning to set up a medical office or

clinic?

Let PEQEX, Inc. be your answer, Call 537-2724

Representing:

BEAVER • BURTON • DETECTO • PYMAH
CARING • DAVIS & GECK • MILTEX • PEDIGO

JOERNS • GRAHAM FIELD & MANY OTHER COMPANIES

PHYSICIANS EQUIPMENT EXCHANGE, INC.
PEQEX, INC.

(808) 537-2724

831 Pohukaina St., #C-3 Honolulu, Hawaii 96813

HENRY YOKOYAMA, MD

Life In These Parts

A public opinion poll conducted by the

AMA in every state showed that Hawaii
residents have a higher opinion of their

doctors, but felt that Hawaii doctors

charge too much, do not spend enough
time with patients, and are too quick to

prescribe drugs. However, poll results

also indicated residents felt that doctors

do not keep patients waiting too long,

are informed about medical advances,

and are better at explaining things than

their Mainland cohorts. Russell Stodd,

HMA president feels that we fared about

the same or better than our Mainland
counterparts not because we are any bet-

ter, but because “people here have expec-

tations that are somewhat different than

on the Mainland. People here have

greater trust and confidence in their phy-

sicians.”

In June, HMA President Russ Stodd

led an effective statewide demonstration

for insurance reform; from the State

Capitol grounds to the various hospitals

on the outer Islands including Maui Me-
morial, Kula and Lanai community hos-

pitals, Kona and Hilo hospitals, etc. Russ

pointed out that high insurance rates are

forcing physicians to stop delivering

babies, to stop doing high-risk surgery

and to retire early. In the past, malprac-

tice insurance costs ran about 6 percent

of the physician’s gross, but the high

insurance rates later were running more
than 10 percent and as high as 18 percent

of gross for obstetricians. Then, in Au-
gust, we had still more insurance rate

increases of about 42 percent to 77 per-

cent.

Pat Saiki, former state legislator and

now Republican congressional candidate

asked: “Must we wait until no one de-

livers our babies? Must we wait until

vital care and services will be denied?”

The initiative vote in California that
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When you choose a leasing company, consider the company it keeps.

You might be surprised to discover how many successful island businesses lease office equipment
through Bancorp Leasing.

We’ve arranged office equipment leases for engineering companies including Syntech and Austin

Tsutsumi and Associates. The escrow firms of Long & Melone and First American Title Company of Hawaii also

turned to us. Bancorp Leasing was also the choice for the Locations real estate sales and research company as

well as for the law practices of Carlsmith, Wichman, Case, Mukai & Ichiki; Case, Kay & Lynch; and Goodsill,

Anderson, Quinn & Stifel.

We’ve provided them and many other Hawaii businesses with telephone systems, copiers, word
processors, drafting equipment and furniture. For them, our competitive rates, flexible terms and professional

service made Bancorp Leasing the clear choice. And, as a subsidiary of Bancorp Hawaii and an affiliate of

Bank of Hawaii, we are part of the largest financial organization in the state.

So, when equipment leasing isthe way to growth, grow with Bancorp Leasing. Call us at 537-8812.

Bancorp Leasing of Hawaii
A subsidiary of Bancorp Hawaii



Only Hawaiian Tel’s pager network
can reach you at all these points.

We'll get right to the point.

Hawaiian Tel offers the only pager network that

provides Island-wide and state-wide coverage.
So you're in touch from Waimea to Waimanalo.

Makaha to Makapuu. Haleiwa to Honolulu. And
all points in between.

We also offer extensive Neighbor Island and
interisland service. Comprehensive warranties on
every pager we rent or sell (both tone and digital

readout models). Plus, our monthly network service

fee works out to less than a dollar a day. That's a
small price to pay for constant contact with your

business.

To take advantage of all our good points, call

546-4997 on Oahu or 1-800-232-8822 on the

Neighbor Islands.

HAWAIIAN TEL
Beyond the call



abolished “deep pocket” awards for pain

and suffering shows that public opinion

is ready for action on the personal injury

insurance problem.

Hilo pediatrician Ruth Matsuura spoke

of her personal experience with the un-

fairness of the current tort law. Even

though the jury found her share of negli-

gence to be minimal, she ultimately

wound up paying nearly all of the judg-

ment in the death of a Waimea baby

beaten by a babysitter.

Since June, the state hospital system

became “self-insured.” The state had

two options: Pay a $2.4 million premium
for coverage, or insure itself.

The tort reform bills include the fol-

lowing 10 points:

1

—

The threshold for liability will be

50 percent; those liable for less than 50

percent would be held responsible for

only their share.

2

—

Allow an open limit for loss of

earnings, but put caps of $250,000 on

noneconomic damages for most injuries

and $350,000 for serious injuries.

3

—

The statute of limitations of 24

years would be reduced: suits are to be

filed within six years after the occurence

or by the minor’s 10th birthday.

4

—

A sliding scale for contingency

fees. Plaintiffs now receive 35 percent of

the monetary awards while the remainder

goes to legal fees. The new scale would

give the lawyers 40 percent of the first

$50,000, 33 percent of the next $50,000,

25 percent of the next 100,000 and 20

percent of any amount greater than

$200 ,000 .

5

—

The law now holds the hospital

liable for punitive damages against a neg-

ligent doctor. The reform would hold the

offending party responsible.

6

—

The reform calls for protection

against frivolous suits. The court could

hold the plaintiff and his or her attorney

responsible for the defendant’s attorney’s

fees.

7

—

The reform would prevent the

plaintiff from getting paid by the in-

surance company as well as getting the

court-ordered settlement.

8

—

The reform introduces the concept

of compensation for iatrogenic reactions,

which means that the physician is not

responsible for an uncommon reaction to

a procedure.

9

—

The reform would prohibit naming
a specific amount in a suit. The plaintiff

must sue for a specific cause, not a spe-

cific dollar amount.
10

—

The reform would allow either

party to ask for periodic payments of

judgments in excess of $100,000.

THE Orchid Express
Room & Car

G Kona Serf Resort

I Run l)f House
Accommodations.

, C M‘>\

INCLUDING A NATIONAL W ’M
CAR RENTAL AUTOMOBILE __

“
(.Heals, airfare, gasoline, optional coverages, gratuities NStiOflSl CSf RGFltSl
not included in tour price. Car use dag is 24 hours.) OAHU MAUI HAWAII KAUAI

Isn’t it time for a Kona Holiday? . . . orchids in your room ... and
It’s yours now at the beautiful Kona complimentary afternoon cham-
Surf Resort. Be treated to Orchid pagne. There’s golf, tennis, exciting

Serc'ice ... a flower lei greeting water activities, and great dining.

For reservations, see your travel agent or call:

SKona Surf Resort
& Convention Center

Toll Free from Oahu, or Collect from Kauai, Molokai, Lanai, or Maui

524-7200
Some Restrictions Apply

Medical Office Temporaries

Every applicant carefully selected to meet the requirements of

the specific job. We are fully responsible for payroll, taxes,

benefits, errors and omissions and workers comp.

• Medical Assistants, Registered Nurses,

Licensed Practical Nurses
• Vacation or Sickness relief coverage

• No charge for on-site orientation

• By the hour-day-week-month

Also providing services to hospitals, private patients, nursing

homes, and clinics.

526-3761
~ Kahu Malama Nurses, Inc.

'' 680 Ala Moana Blvd., Suite 412

Elonolulu, Hawaii 96813
-

(808) 526-3761
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TAX-FREE INCOME

YOU WANT IT! WE PROVIDE IT!

m
HAWAIIAN TAX-FREE TRUST

.
provides you with a high level of tax-free income— free from both

State of Hawaii and Federal income taxes.*

Plus a lot more. . .

• Strong Stability of Capital**
• Low Initial Investment of $1,000
• Automatic Dividend Reinvestment
• Daily l iquidity

• F requent Statements and Reports

The Trust is designed especially for Hawaii residents. It is the only locally

managed mutual fund \shich invests in Hawaii tax-exempt municipal
bonds— the kind of bonds which finance hospitals, roads, harbors and air-

ports throughout our State.

This means you get tax-free income with many conveniences. And,
through your investment, the Trust helps finance needed projects right here
in Hawaii.

HAWAIIAN TAX-FREE TRUST. . .for akamal investors

LOR INFORMATION

Contact Your Local Investment Broker

OR CALL

1
-800 -228-4227

TOI l -I RFL LROM HAWAII 7 DAYS A WFLK, 24 HOL'RS A DAY
Aquila Distributors, Inc., 200 Park Avenue, New York, NY I00I7

lou Will be seni Ircc dcss.ripii\c nidierial and a prospocius eoniaining more
eompleie intormaiion including managemcni lees and expenses

Read tdrelullv hett>re you invesi or send moncs

IN\ [ SI\1| M Al)\ IS! R

Hawaiian Trust Company, Ltd.
'Unaer certain market conditions some income may be subieci to state and lederal lax

"Share price will vary somewhat with interest rale market lluctuations

Honolulu Orthopedic Supply
ORTHOTICS

PROSTHETICS
MASTECTOMY FITTINGS
ORTHOPEDIC SHOES

WHEELCHAIRS
WALKING AIDS

536-6661

Gary Okamoto, medical director at

Rehab Hospital of the Pacific feels that

people who were severely ill with polio in

the past, were 10 years old or older at the

time, and needed hospitalization and the

respiratory. They now may experience

new weakness and respiratory difficulty

many years later.

“Not too long ago,” said Okamoto
“doctors didn’t really think these post-

polio symptoms were real. But now the

reality of post-polio muscle atrophy has

been accepted and some research is being
done to seek out its cause.”

A 6-year-old Kauai lad was swimming
15 feet from shore on Kauai’s Anini
Beach when a stick fish stabbed him in

his left eye. He was “medivacked” to

Honolulu, where Straub ophthalmologist

Leonard Kuninobu operated and man-
aged to save some sight. Leonard recalls

doing surgery on a 2-year-old also from
Kauai several years ago who later died

from his stick-fish injury.

Memorial Day services included one at

the St. Andrews Cathedral commemorat-
ing the 40 victims of AIDS who have
died so far in Hawaii. David McEwan,
president of Life Foundation, warns that

in subsequent years, the number of Ha-
waii victims may be much higher.

On June 5, Kauai District Court Judge
Kei Hirano set a Hawaii precedent by
allowing an 84-year-old dying man to

discontinue forced NG tube feedings.

The patient had a collapsed esophagus,

CHF and pneumonia. The children living

on the Mainland agreed with the father’s

decision not to be kept alive by artificial

means. Attending physician Larry
McKnight agreed with the man’s decision

and the Judge agreed that the patient was
mentally competent to make the decision.

Conference Quotes

Visiting professor Steve Brozinsky, en-

doscopist from UC San Diego, spoke on
“GI Disorders Among the Aged” at a

QMC-UH Medical Conference in March.
Re: Surgical approach to biliary obstruc-

tion secondary to ca: “The joys of living

(and dying) with a biliary drain emanat-
ing from one’s flank have been greatly

exaggerated.” (A.R. Moose, 1985)

Said Brozinsky, “If the good Lord had
meant for us endoscopists to monkey
around with the papilla of Vater, He
would have placed it further down in the

GI tract . . . the feasibility of an oper-

ation is not necessarily an indication for

its performance.”
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Ifyour patient

needs surgery,

consider the
outpatient
alternative.

>()ur patients aren't the only ones who benefit

from ambulator) surgerw

Sbu too can enjoy the convenience of eas\ sched-

uling and less administrative red tape when you per-

form elective procedures in an outpatient setting.

\\ hen you choose a lower cost setting for ambu-
lator) surgery, your surgiciil reimbursement re-

mains unaffected while )()u help your patient

avoid unnecessar) hospital bills. Also, b) saving

hospitiil beds for patients who really need them,

health care costs are contained for ever)<)ne.

11 MSA guarantees maximum health plan cover-

age for outpatient services at participating surgery

centers and in your own office.

(]iill HMSA’s Professional Relations staff for more
information on outpatient surger).

HMSA
Professional
Relations
Department
Oahu: 944-2300

Maui: 871 -629s

Kauai: 243-3393

Hawaii: 933-3441 (Hilo)

HMSA’s Place of Treatment Program
saves your patients money.

Call us for details.



At today’s low rates,

thete’s no easierway to

write yourselfa loan.

First Hawaiian Bank offers you two great lines of credit,

both with new, lower rates.

With our Personal FirstLine of Credit, once you’ve

applied and qualified, whenever you need money, you just

write yourself a check. Use FirstLine for vacations, taxes,

home improvements, tuition, investments, or whatever.

Choose either a fixed rate or a variable rate, whichever is

lower. Your minimum line of $10,000 is secured by your

equity in real estate.

If you have a portfolio of listed securities, you may prefer

to use those for our Investor’s FirstLine— for a minimum

$30,000 line of credit. See a loan representative at

any branch and find out which FirstLine is right for you.

FirstLine of Credit. It’s the most convenient way to

borrow. And with our low rates, it’s the best way.

FIRST HAWAIIAN BANK
We say yes to you. Member fdic ^
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ROCHE
MEDICATION

ME
EDUCATION

We Wrote the Books on Patient

Medication Education...

Copyright ©
1986 by Hoffmann-La Roche Inc.

and Roche Products Inc.

All rights reserved.

You, your medical problem
and your treatment with

You, your medical problem
and your treatment with

You, your medical problem
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ROCHE

ME
MEDICATION
EDUCATION

The New Roche Product Books

• Offer a supplement to, not a substitute for, patient contact

• Support your specific instructions to the patient

• Provide a permanent general reinforcement of your oral counseling

An ongoing Roche commitment to patient education

Roche has always believed that knowledge is each individual’s key to good
health and has long been committed to providing health care information to

both professionals and the public. However, we have also always believed that

the health care professional is and should be the prime source of medication in-

formation to patients. The Roche Medication Education (ME) program, begun
in 1978, is one example of this commitment.

In the past seven years, over 50 million “WHAT IF’’ and “HOW TO’’ booklets

have been provided by Roche for distribution to patients by physicians and
other health care professionals.

Because you are the prime source of medication information for your patients,

we invite you to look over the booklets listed below and request a complimen-

tary supply of those applicable to your practice.

Complete the coupon and mail it to Professional Services Department, Roche
Laboratories, Division of Hoffmann-La Roche Inc., Nutley, New Jersey 07110.

NAME

STREET ADDRESS

Medicines that matter

from people who care CITY STATE ZIP



TO THE MEMBERS OF

The Hawaii Medical Association

WE NEED YOUR KOKUA
Join us as volunteers at the

BAYANIHAN HEALTH SERVICES

ST. THERESA CLINIC
on the grounds of St. Theresa Church, 712 N. School St.

A tax-exempt, free community service medical clinic

established in 1981 offering basic medical care for the

poor, medically disadvantaged and unemployed. We are

open on weekdays, from 5:00 PM to 7:00 PM.

Herita Agmata, M.D., M.P.H.

Florentino V. Alabanza, M.D.

Asuncion Araceli, M.D.

Mario P. Bautista, M.D.

Glorifin L. Belmonte, M.D.

Erlinda M. Cachola, M.D.

Peter J. Dee, M.D.

Cesar B. de Jesus, M.D.
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Chiyome Fukino, M.D.
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Remedios Sonson, M.D.
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Ramon K. Sy, M.D.

Antonio K. Tan, M.D.

Quintin L. Uy, M.D.

Dominador Wisco, M.D.

Fely Ylarde, M.D.

If interested, call Dr. Cesar R. de Jesus,

President and Medical Director, at 955-6666.
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FROM THE PRESIDENT

I would like to thank you at this time for your kokua and
support in my presidential election.

This coming year will be a difficult, but exciting one. Of
paramount interest will be the completion of the new HMA
building on Beretania St. near Keeaumoku St. Like the Isra-
elites, we have finally come home after wandering in the wilder-
ness for over 125 years. However, the building is $1 million
short of the projected $3.2 million cost and we will need your
strong and generous support.

Tort reform has finally been initiated through the efforts of
many, but mainly the business coalition. It is a start but needs to
be refined, and the association will be trying to amend the
insurance rollback and the nonpain and suffering portions of

the act.

Competition, marketing, accessibility are the frontliner words
these days. HMOs, IPAs, PPOs, unions, and other concerned
physician organizations are tugging at the physician from many
directions. The association will continue to closely monitor and
report information that may be of concern to you.

Lastly, your association exists because of your dues. The
officers as well as staff of the association will continue their
efforts to see that your dues are not frivolously spent but will be
“a dollar well spent.”

Walter W.Y. Chang, MD
President

Newly elected President Walter W. Y. Chang. MD, was in-
augurated at a special ceremony Friday. Oct. 10, at the Hawaii
Medical Association’s 130th Annual Meeting.

Dr. Chang is in private practice in Honolulu and specializes in
internal medicine and allergy. He has been active with the
Hawaii Medical Association since 1962 and has served in a
number of elected positions. He is past president of the Honolu-
lu County Medical Society, past president of the Hawaii Allergy

Society, fellow of the American Academy of Allergy and Im-
munology, and commander of the 154 Tactical Hospital of the

Hawaii National Guard.
A graduate of Northwestern University School of Medicine,

Dr. Chang completed his internship at St. Lukes Hospital in

Chicago, and his residencies at VA Research Hospital and
Passavant Memorial Hospital, both also in Chicago. He com-
pleted his fellowship in allergy at Northwestern University.
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Make a beeline for equipment lease rates from9%^
In response to the new Federal tax law

changes, First Hawaiian Leasing is providing

equipment leasing at a honey of a lease rate—

as low as 9%%, fixed for up to 7 years.

The equipment might be computer systems,

hotel and office furnishings, construction equip-

ment, telephone systems, medical equipment—

whatever it takes to operate your business.

If it costs from $10,000 to $5,000,000 we can

arrange 100% financing with terms that are

tailored to your cash flow requirements.

We can even improve your working capital

by arranging a sale and leaseback, whereby

First Hawaiian Leasing purchases equipment your

business currently owns and leases it back to you.

Discover why hundreds of successful companies

throughout Hawaii have already made a beeline

for First Hawaiian Leasing. Rates are subject to

change, so give one of our leasing officers a buzz

at 525-7035.^ HRSTIMiMMIAN LEASmC
A financial services company of First Hawaiian Inc.

We say yes to you, too.



Meet oneofour
test pilots.

Name: Walter
Matsuki.

Mission: To test (and
test and test) Hawaiian
Tel business communica-
tion systems.

And that he does.

Until he's absolutely sure

they're ready to fly.

After all, his reputation

(and ours) rides on every
thumbs up.

Or thumbs down.
So, naturally, he's very

careful about what gets

installed.

And what gets... stalled.

"The customer
shouldn't be a guinea
pig. If something's going
to go wrong, I want to

catch it first."

Of course, you'll

probably never meet
Walter.

But if your business

demands top-flight

equipment (and whose
doesn't), you may be
meeting his standards.

HAWAIIAN TEL
Beyond the call



A Dedication to All Nurses

A young oncology nurse recently sent us a diary item. (She

works in a university hospital on the West Coast, on a cancer

floor.) What she has to describe is intensely subjective, and as

such, has a lesson to give to all of us, physicians and nurses

alike. It gives pause for thought, but besides that, it reveals a

Florence Nightingale of sterling character. The JOURNAL is

proud to dedicate it to all nurses, our selfless helpmeets:

“Journal entry Aug. 11, 1986:

“I had my first ‘code blue’ last night (we call it code 500 here

in Hawaii/Ed). We were expecting it, but it still created some
heart-pounding inside of me when it happened.

“The patient, Jose, was a moral dilemma for me. Like so

many of our patients he was engulfed and ravaged by his cancer;

he weighed just 78 pounds and was severely disfigured. He was
unable to eat, talk, or walk. Unlike so many of the patients I’ve

had to deal with in the past two years on this floor, Jose did not

want to die. The doctors and his family had spent many hours

trying to convince him to be a ‘no code,’ but Jose wanted to live

— he wanted EVERYTHING to be done to save and prolong

his life!

“I had met Jose the night before last. It was terrible and I

found it difficult to go into the room, much less touch Jose and
be my normal therapeutic self. The idea of resuscitating him,

with his horrible wounds and smell, was so counter to ev-

erything I beheve in.

“I spent the hour before I went to work last night with my
head on my husband’s chest, telling him how morally torn I felt;

but in the end, if this man wanted to be resuscitated, I had to

do it, for legal and ethical reasons.

“At 0155, Jose’s wife called me into his room and asked if

Jose was O.K. Being the good and therapeutic oncology nurse

that I am, I explained that Jose had a terrible disease and that

he was very sick, but that he was stable (this conversation all in

Spanish). I had just checked on him 10 minutes before. And
then the wife said: ‘But he’s not breathing!’

“Sure enough, old Jose had stopped breathing and had no
heartbeat either. I thought to myself; ‘Well, this is it!’ I pulled

the emergency cord on the wall and told A— ,
my partner, to

‘call the code. . .this was it!’

“I got the crash cart and got the furniture out of the room
. . . B— and I started CPR. . . I was doing the respirations

through his tracheostomy tube (the cancer had long since oc-

cluded his upper airway). Unfortunately, the inner cannula had
been missing, so the Ambu bag could not be fitted onto it. The
‘code blue’ team arrived just then and I was relieved to be
taking orders instead of giving them. We called the emergency
room, the operating room, and finally the intensive care

pulmonary care unit for an inner cannula. It took seven minutes
to get and put one in! The atmosphere was actually a relaxed

one, nevertheless, even though everyone’s hands were moving at

lightning speed . . .constant heart monitor, a femoral line for an
i.v. running wide open . . .the pharmacist gave bicarb and
atropine. . .the chief physician took over the CPR. . .so much
movement! Twenty minutes into the ‘code,’ Jose’s wife came to

the door and asked us to please stop, but that was just when the

heartbeat came back.

“Dr. W-— was called at home and said he would be there

within 15 minutes. We kept breathing for Jose and told the wife

he was ahve. With my minimal Spanish, I asked her if there was
family she wanted to call. ‘No, no,’ she said, ‘but there is a

Padre B— from my church.’ I took her to the nursing office to

sit where it was calm and cool. She dug through her purse but

could not find the phone number. So, I got out the phone book.
God has worked many miracles with the phone book. I am
constantly amazed at the power of God. The church’s name and
address were not in the book, but there was another Catholic

church with a name somewhat similar but the address was quite

different from what the wife gave me. It had only one number
listed. Disheartened by the prospect of hearing a coded message
giving the times of the masses to be held later on, I dialed

anyway. The phone rang and rang. . .1 was sure it was ringing

in an empty church office. . .but suddenly I heard a ‘hello’ and
I responded by explaining the circumstances of the call. ‘Do you
have a Father B—?’ I asked. ‘Yes, I am Father B— .’

“My job constantly shows me God’s faithfulness.

“Well, I went back to Jose’s room and relieved the critical

care nurse at ‘bagging’ the oxygen into Jose’s lungs. A-

—

helped clean up. So many things that come in sterile wrappers

are used during a ‘code.’ After it’s all over there seemed to be
hundreds of used, dirtied ‘things’ and an equal number of
wrappers lying about.

“The doctors, nurses, respiratory tech, and I talked as I

bagged Jose at 32 breaths a minute. We talked about how
legally and ethically we had no choice; Jose had wanted EV-
ERYTHING and it was all documented in the chart. So, we
must transport him down to ICU and put him on the ventilator.

Did Jose really understand what ‘everything’ meant?. . .that

machine hissing in his ear, breath after breath, day after day! In

all our hearts we felt the humane reahstic thing to do would be

to never put him on a respirator. It just kept being said, over

and over, ‘once you put them on it, it’s so difficult to get them
off’. . .especicilly in Jose’s case because he will never be con-

scious again to change his mind. His last wish will always

remain: ‘DO EVERYTHING!’
“So. . .we transported Jose down to ICU, where they could

continue to do everything for him. There he lies having his Ufe

supported by one-to-one nursing care, a troop of physicians,

and the respirator.

“And so, my first ‘code blue’ was a success. I did just as the

patient wanted. I took all the right steps. I made all the right

decisions.

“It’s just too bad how it all turned out.

“Jose died in ICU 36 hours later. He had ‘coded’ again, but

they just couldn’t get him back.’’

(ED: This was an R.N., class of ’84, communicating.)

J.I. Frederick Reppun, MD, Editor
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RE: Medical Advertising Sucks
Medical advertising sucks; not in the sense of drawing patients

to the medical facility, such as a magnet exerting a force field,

but in the teen-age vernacular of a drag, parasite, a hanger-on,

self-putter, usurper. Our exalted profession of medicine is now
constantly embarrassed by pretentious, inflated, churlish, ig-

noble, and often vulgar displays of egomania on television,

radio, and in the newspaper.

One doctor mentioned that he cringed when he saw ads on
television of his own hospital calling itself the laser center of the

Pacific (why not the world). Another institution trumpets that it

cares for patients after working hours and on weekends. What a

surprise! Another television spot shows a series of pictures of

smiling patients with doctors of various specialties, SO HIGH-
LY skilled and SO CARING. Yet another gambit takes us into

the operating room while we watch a printout of the cost of

services with NO BALANCE DUE!
Where we once had medical offices and clinics, we now have

centers, foundations, and at least one “institute.” One wonders
just how far this ego satisfying, vainglorious, self praise will go?

No doubt the Madison Avenue fops who correograph these

magniloquent ovations have more hot air yet to come.

A look into recent history shows how this foolishness came to

be. HistoricEilly, medical ethics prohibited advertising for some
very sound reasons. The public confidence in physicians and
medical facilities should be based on appropriate credentialing,

hcensing, and ongoing review performed by knowledgeable and
experienced people. Medical societies, specialty organizations,

hospitals, and health departments are constantly trying to main-

tain a high standard of care in the community. With that in

mind, organized medicine prohibited advertising as unethical

behavior, since its only goal is aggrandizing the purchaser.

In 1975, the Federal Trade Commission came down with the

Goldfarb decision which specifically stated that medicine is a

trade, and that any such prohibition was in restraint of free

trade. The gates were opened to the entrepreneurs of Madison
Avenue. They eagerly swarmed over the corpus medicinesis

telUng of how one must protect and increase his market share

through the skillful use of advertising and various other inflat-

ing devices.

Sadly, organized medicine cannot publicly criticize any of

these tasteless endeavors unless they are false or deliberately

misleading. Privately, and individually, we can relate our per-

sonal disgust, shame, and perhaps even nausea, to the per-

petrators, but that’s about it. And one wonders how much
effect that will have, considering that the hucksters are willing to

see their ads sandwiched between the law firm of contingency.

Shylock and Scumbag on one side, and the spine crackling Dr.

Colonirrigator on the other.

The final truth is that advertising of medical care really has

very Uttle effect on the public. Repeated studies have de-

monstrated that patients are not foolish, and that they tend to

return to doctors they know and trust. They frequently depend
upon relatives and friends for medical recommendations. The
real winners in the advertising game are the merchants who sell

the advertising.

Like many other changes taking place in medical practice in

the 1980s, there will be no turning back, and we must accept the

hucksters, promoters, and medical salesmen. And like many
other recent changes, neither the public nor the medical com-
munity are well served.

Russell T. Stodd, MD

RE: Fee for Peer Review
Required By MIEC

I am outraged by the recent announcement of an increase

from $500 to $700 for the “peer review” required by MIEC.
Surely this is in excess of the cost of providing such service and
appears to be a crude attempt to bludgeon physicians into

membership. It is unconscionable that a collegial organization

would take advantage of its members this way. The HMA is

supposed to help us reduce malpractice costs, not increase them!

1 suspect this is to pay for another white elephant building. If

the dues weren’t so out of line, perhaps more members would
willingly join. It costs me about $l,500/year for my other

organizations and all are in the $300 range.

I urge other doctors to shake off our traditional lethargy and
protest this or the oligarchy which controls the HMA will persist

in other areas not in the rank-and-file’s best interest.

Mark Dillen Stitham, MD

Erratum
The names of the authors in the August 1986 HAWAII

MEDICAL JOURNAL article titled “Incidence of Non-melan-

oma Skin Cancer in Kauai During 1983” were printed out of

sequence. The authors’ names should have been printed in the

following order:

Jenny L. Stone, MD
David J. Elpern, MD
George Reizner, MD
Evan R. Farmer, MD
Joseph Scotto, MS
Rhonda Pabo, RN

Also in the August issue, several tables and figures were

inadvertently deleted from “Natural Killer Cell Function in

Cancer Patients Treated with Natural Leukocyte Interferon-

alpha.” This article has been reprinted in this issue of the

Journal.
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Response From Healthcare

Neal E. Winn, MD

Several months ago, Dr. Frank A. Rogers of California offered his opinion of
Preferred Provider Organizations (PPOs to readers of the Hawaii Medical Journal). ' It

seems important to present another point of view.

In the best of all worlds, many physi-

cians, including myself, would prefer an

indemnification reimbursement system in

which we physicians would deal directly

with our patients. Those patients would
pay our reasonable fees for the services

we provide, then seek reimbursement

from the carrier of their choice. In reality

that system is apparently acceptable to

decreasing numbers of patients.

Any of you who, as patients, have

experienced a serious medical problem
are aware of the complexity of the in-

surance forms to be completed and the

bills that must be deciphered. The often

unsophisticated, and particularly the

elderly, patient is unwilling or unable to

cope with this problem. More and more
MDs accept the responsibility of func-

tioning as the patient’s advocate in this

area.

While Rogers and the Independent

Doctors of America (IDA) object to the

concept of a middleman between the

physician and the patient, businesses and
government expect this and now insist on
agressive utilization and peer review pro-

grams as an essential part of any medical

program eligible for consideration by
their employees. Third-party payers are

dissatisfied with current efforts to con-

trol the providers, small in number, but

who are gouging the current system.

At the Leadership Conference hosted

by the AMA in February 1986, data was
presented indicating that fee-for-service

accounted for 96 percent of the reim-

bursement in 1980 and 72 percent in

1985; they estimated it will account for

Accepted for Publication August 1986

Correspondence and request for reprints

Neal E. Winn, MD
Healthcare Providers Organization Inc.

1585 Kapiolani Blvd., Suite 928
Honolulu, Hawaii 96814

only 5 percent in 1990.^ Even if they are

only partially correct, not many of us can

afford to abandon access to 75 percent or

even 50 percent of the patients seeking

medical care.

Our alternatives are therefore to ob-

serve passively while big business, for-

profit chains, or hospitals determine the

types of alternative hetilth delivery sys-

tems we will work for; or to participate

actively in the development and manage-

ment of those systems. We MDs in

Healthcare have opted for an active,

aggressive role in shaping our medical

futures.

We believe in offering our patients a

wide selection of respected physicians

distributed throughout the islands; physi-

cians committed to a program of self-

discipline that is developed and adminis-

tered by our peers, and using those facili-

ties willing to cooperate with us in

providing cost-effective care of the high-

est quality. It will never be in our best

interests to sacrifice that quality, simply

to spare cost; to do so would be to shift

the payee’s reasonable cost for health

care coverage over to our own expense

account, in the form of increased medical

liability premiums.

We believe that the vast majority of

MDs want to adhere to the highest possi-

ble standards of care. However, our

knowledge is increasing so quickly and

technology is evolving so rapidly that it

has been difficult for us to know what

that standard of care really is. Given the

proper feedback on the mediceil care be-

ing offered by most of our peers, most

physicians will respond appropriately.

The few doctors unable or unwilling to

conform to such standards should and

must be identified and educated, and, if

necessary, sanctioned or excluded from

our programs if we are to avoid the

imposition of unpalatable and unwar-

ranted regulation by government or big

business (or business coalitions).

Rogers’ statements about the pitfalls

and dangers associated with PPOs con-

tain inaccuracies and errors that demand
clarification and correction. Obviously

there are a variety of forms of Health

Maintenance Organizations (HMOs) and

PPOs, depending significantly upon the

nature and philosophy of their or-

ganizers. I am neither capable of nor

interested in replying on behalf of those

delivery systems that are developed and

run by hospitals, insurance carriers, or

business coditions. But I think it is im-

portant to state the nature of Healthcare

Providers Organization Inc., the PPO
initiated by your fellow physicians in

Healthcare Management Group Inc.

here in Hawaii.

First and foremost, contrary to

Rogers’ assertion, a PPO is not a closed

panel group practice. HMOs are closed-

panel organizations. By its very defini-

tion, a PPO is an open-panel organiza-

tion that encourages patients to seek care

from participating providers, but which

permits them also to seek care from other

providers of their choice. Inducements

such as additional coverage or lessor co-

payments are offered to the patients to

encourage them to utilize the partici-

pating physicians, however.

Rogers lists 17 pitfalls and problems to

be considered with regards to PPOs. I

would like to adddress each of those

points with specific reference to Health-

Care Provider Organization Inc.

• The physician in the PPO must
treat each and every patient assigned to

him and continue to do so even after he

resigns.

Healthcare’s contract specifically

states that a physician has the right to
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determine in every case whether to pro-

vide care for any specific subscriber. Any
participating physician may resign after

giving a 30-day notice.

• Physicians in PPOs must refer only

to fellow PPO contractors and to con-

tracted hospitals.

This is not true. Participating physi-

cians will be encouraged to refer to par-

ticipating consultants, but have the right

to refer to nonparticipating consultants

whenever they are dissatisfied with the

selection or capabilities of participating

providers. Physicians may also admit pa-

tients to hospitals of their own choice but

will be encouraged to admit to those

facilities that are most cost-effective.

• Physicians’ liability coverage may
not extend to care provided in fixed-fee

contract medical schemes.

Healthcare’s plan has been approved
by Hawaii Association of Physicians for

Indemnification (HAPI) and by the Med-
ical Insurance Exchange of California

(MIEC).

• “Hold Harmless’’ clauses in PPO
contracts shift contractual liability to the

physician from the PPO.
It is true that a hold harmless clause

could do that, but HealthCare’s contract

does not contain any hold harmless

clauses. Rogers also asserts that the phy-

sician is bound by decisions of the Utili-

zation Review Committees hired by the

PPO. In Healthcare our own partici-

pating providers will serve on these Utili-

zation Review Panels.

It is our expressed philosphy that the

physician is ultimately responsible for

care and must make the final decision on
what is best for his patient. Our staff and
our physician review members are being

instructed to encourage physicians to

follow our utilization review criteria and
to educated physicians on what we feel is

cost-efficient medicine.

However, they are further instructed

that they are never to override the deci-

sion of the attending physician. It will

never be in the best interest of Health-

Care and its participating providers to

under-utilize to reduce health care premi-
um, at the risk of increasing our own
liability premiums.

We would rather absorb the cost of
one case in which we disagree with the

attending physician rather than to al-

ienate him or to risk a lawsuit should the

patient experience harm from under-utili-

zation.

If a physician repeatedly disagrees with

and overrides our utilization review com-
mittees, we reserve the right to request

his resignation as a participating pro-

vider.

• Contracts do not guarantee rapid

payment fees.

Transamerica, our insurance carrier,

has indicated its intention to pay over 85

percent of claims within seven days. A
small percentage of claims take longer

because of such problems as multiple

insurance coverage. Since elective hospi-

talizations will have been precertified,

payment for that care is assured when
eligibility has been verified. Furthermore,

Transamerica does not include any inter-

est earned delaying claim payment in the

actuarial calculation of premiums.

• A physician may not be able to

resign from a PPO for one year.

HealthCare’s contract permits a physi-

cian to resign after a 30-day notice. It is

the expressed intention of our board to

permit a dissatisfied physician to resign

rather than to alienate him, or to have in

our organization a participating physi-

cian who refuses to cooperate with our
utilization review programs.

• Arbitration of disagreements may
be mandated by contract and can be

costly.

Healthcare and Transamerica will

have a grievance committee to deal with

disputes concerning reimbursement but

have no expectation of submitting our

physicians to expensive arbitration pro-

grams.

• In PPOs and contract medicine, the

fees or payments are fixed.

Physicians will submit to Transamerica
their usual charges. The reimbursement
levels have been provided to the physi-

cians in their contracts and will be nego-
tiated annually. The 85 percent to 90
percent of physicians who currently par-

ticipate with HMSA have likewise agreed
to accept a fixed reimbursement; Trans-

america’s agreed-upon-reimbursement is

at least as good as and in most cases

better than, what HMSA is currently of-

fering.

• There is a clear and present risk of

suit by federal government, outside doc-

tors, and disgruntled patients.

This is true only if we participate in

antitrust activities; Healthcare is receiv-

ing and will continue to receive expert

legal advice to avoid any such activity.

• The physician submits himself to

significant risk with prepayment or

capitation plans.

The risk in HMOs is clearly signifi-

cant. In HealthCare’s current agreement
with Transamerica, physicians are at risk

for only 10 percent of their reimburse-

ment; and, in exchange for that, get to

share with Transamerica in any of the

profits. The 10 percent of our fees that

are withheld will be placed in an escrow
account (Utilization Management Fund)
that will be distributed on a quarterly

basis to participating physicians accord-

ing to an established formula agreed

upon by our HealthCare’s Board of

Managers.

• Rogers asserts that every PPO
withholds fees.

That is true; but it is not a discount.

We have agreed to a withhold of 10

percent, with the assurance that the par-

ticipating providers, not Healthcare, will

share in savings realized because of our
utilization review programs. The first

generation of PPOs demanded a straight

discount in return for promises of larger

volumes of patients. Those promises

were usually unfulfilled.

HealthCare’s venture agreement with

Transamerica constitutes the first of a

new generation of PPOs in which the

providers agree to share a limited risk,

with the opportunity to share in the prof-

its as well.

• PPO contracts include the ingre-

dients of mandatory precertification and
concurrent review.

That is absolutely true and we do not

apologize for that. Utilization Review is

demanded by the purchasers of health

care. In the current health care climate it

is something we are accepting in our

participation with HMSA, and to which
we must agree if we hope to be eligible

for particiaption in contracts with major
unions and large businesses. But most
importantly, in Healthcare, decisions

about preadmission criteria and utiliza-

tion review criteria will be made by the

participating physicians, not some
outside organization.

• Brokers or middlemen who control

the system make the money.
HealthCare’s management group will

receive a reasonable administrative fee

from Transamerica for the credentialing

and utilization review services we will

provide to our participating physician.

However, none of the savings gener-

ated by our utilization review plans in the

Healthcare Provider Group accrue to the

management organization. Those savings

will be distributed to the providers, re-

gardless of whether they are stock-

holders.

• PPOs and contract medicine are

unneeded.

Recent data presented at the American
Medical Association Leadership Con-
ference in February 1986 indicated that

fee-for-service medicine now representing

approximately 75 percent of the health

care delivered in the United States may
decrease to as low as 5 percent of the
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As Hawaii’s own independent

clinical laboratory,

Diagnostic Laboratory Services serves you
and your patients with advanced
computerized technologies for maximum
reliability and efficiency. DLS provides a

broad scope of high quality lab services at

a reasonable cost. DLS offers physicians

and hospitals the latest information

systems to enhance their practices and
benefit their patients.

Creative physicians today use innovative

supporting services to the advantage of

their patients and practices. With our

skilled staff, state-of-the-art

instrumentation, and centralized computer
system, we can assist you in providing your

patients better medical care.

Networking
DLS offers physicians and hospitals the

opportunity to utilize LABNET, a new
dimension in laboratory services: an on
line computerized information system

allowing you immediate access, 24 hours a

day, to comprehensive clinical information

while simultaneously protecting its security

and confidentiality.

523-7061

Centralized Computer System
DLS is computerized from the moment
patient information and specimens are

registered to the final delivery of results to

your office by courier or LABNET. For
the extra protection of your patients, our
computer highlights all significant

abnormal test results, alerting our Client

Service Department to call your office.

Additional Services

• Automated Hematology
• Multi Channel Chemistry Analyzer
• Broad Range of In-House Esoteric

Testing
• Disease Oriented Profiles

• Flexible Billing

• HMSA Assignment Accepted

Put us to the test.

nDiagnostic
Laboratory
Services inc.
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Ring, dial, beep or buzz.

Whatever you’re looking for in a telephone

system, chances are GECC Hawaii Leasing has

your number.

We’re the best source for lease financing

in Hawaii, and we can probably finance a new
telephone system for your office tomorrow,

by simply calling us today.

We’ll develop a lease for your business

that’s as good a fit as the telephone system

you’ll have designed for you.

Or if you’re satisfied with the system you’re

currently renting from the telephone company

and would like to buy, we’ll purchase the system

for you and lease it back to you. It’ll improve

your cash flow without interrupting

your service.

Call GECC Hawaii Leasing. Proposed tax

law changes may alter some of the tax benefits

of leasing. So call now. And talk to us about

our connections.

GECC HAWAII LEASING
a division of:

700 Bishop Street, 9th Floor

Honolulu, HI 96813 Ph. 527-8333

GECC
Financial
CORPORATION

First and Second Mortgage Financing for Commercial and Residential Real Estate • Credit Lines for Individuals and Businesses

Equipment and Vehicle Leasing • Inventory and Receivable Financing • Thrift Investment Programs

Member FDIC



health care by 1990.

It was further estimated that patients

enrolled in HMOs and PPOs may con-

stitute as much as 70 percent of the popu-
lation within the next five years. We are

fully aware of the impact of Kaiser on
our community and are already seeing

the development of PPO- and HMO-type
plans by Straub, HMSA, and some of

the hospitals in our community. It is

essential that the independent physicians

of Hawaii have an opportunity to com-
plete effectively in the marketplace with

these other plans to retain our current

patient base.

• Only physicians can practice medi-

cine and without their acquiescence no
PPOs could be formed.

While that is true, the increasing

number of physicians available in Hawaii

and throughout the country have
produced a situation in which we now are

confronted with a buyer’s rather than a

seller’s market in medical care.

Many of the physicians in the United

States have already agreed to participate

in PPOs and HMOs as a matter of

survival, and that number is increasing

steadily.

• There is no guarantee that a physi-

cian contracting with PPOs and HMOs
will receive more patients.

That is quite true. It is equally true

that physicians who refuse to contract

may clearly see less patients because in-

creasing numbers of patients will be com-
mitted to the HMOs and PPOs requiring

or encouraging them to use participating

providers.

• There is a virtual guarantee that

discrimination will occur through these

fixed-fee services systems.

It is Healthcare’s philosophy that a

system owned and managed by physi-

cians is the only viable alternative to

minimize this possibility.

Many of us are still most comfortable

with a fee-for-service system and wouid,

in fact, prefer an indemnity form of re-

imbursement. But, like it or not, busi-

nesses, unions, and many patients are

indicating a dissatisfaction with that cur-

rent system. Many of our patients are

unwilling or unable to cope with the

complicated insurance forms that must

be completed and are unable to make
intelligent decisions concerning the quali-

ty and appropriateness of care. Many of

our fellow physicians have agreed that it

is an appropriate role for us to serve as

those patients’ advocates. New and
evolving alternate delivery systems such

as HMOs and PPOs provide that ad-

vocacy.

It is Healthcare’s goal to preserve the

quality of the care that we are providing

our patients while at the same time posi-

tioning ourselves to maintain or increase

our patient loads. We feel that it is essen-

tial that we physicians maintain a leader-

ship role in the evolution and manage-
ment of the emerging alternate health

delivery systems. We hope that all of

Hawaii’s physicians will consider joining

us in the preservation of the independent

practice of medicine.

REFERENCES
1. Rogers, Frank A: Contracting and Preferred

Provider Organization, Hawaii Med J: 45:25-26,
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Endangered
Species

The American physician isn't extinct. But

your freedom to practice is endangered.

Increasing government intervention is threat-

ening the quality of medicine — and your

right to function as an independent profes-

sional. The government, responding to myr-

iad cost-containment pressures, has taken a

greater role in legislating reimbursement

methods, payment levels and even access

to care.

You can fight back. The American Medical

Association is your best weapon. No other

organization can so effectively reach the

national policymakers who will help deter-

mine your future and the future of medicine.

Join the AMA. We're fighting for you —
and your patients.

For information, call collect (312) 645-4783.

The American Medical Association
535 North Dearborn Chicago, Illinois 60610
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WAH MEDICAL ASSOCIATION
OCTOBER

The 130th Annual Meeting at The Westin Ilikai Hotel in Honolulu drew more than

400 physicians and allied health.

130th Annual Meeting
Oct. 10 through 12, the Hawaii Medical Association hosted its 130th Annual

Scientific Meeting at the Ilikai Hotel in Honolulu.

Included in the three-day event were several educational sessions featuring nationally

recognized experts on stress and heart disease, a meeting of the association’s main
governing body, the House of Delegates, and the election and installation of officers

for 1986-87.

Two out of five resolutions before the House were passed.

One commends the work of Betty Katsuki in researching and producing a set of

volumes containing biographical sketches and photographs of doctors who have

practiced in Hawaii and are now deceased.

The other resolution established a special committee on alcoholism and other

chemical addictions. The committee will be charged with developing a program placing

the Hawaii Medical Association “in the forefront of the state and national effort to

combat the manifold problems of alcoholism and other chemical addictons.’’

The House also discussed and voted on resolutions dealing with tort reform in-

itiative, premarital health certificate, and the appropriation of Medical Insurance

Exchange of California’s reserve funds.

Several committee recommendations were also reviewed and approved by the dele-

gates, including continuing HMA’s legislative push for meaningful tort reform, intiat-

ing and expanding HMA’s AIDS educational campaign for physicians and health

professionals, and developing the association’s 501(c)(3) as a fundraising vehicle for

public health education, research, and medical scholarships.

Tuxedos, formal evening gowns, spotlights, and a ceremonial extravanganza
highlighted the Presidential Inauguration Ceremony on Oct. 10.

Speaker of the House Milton Howell,

MD, swears in 1986-87 President
Walter W.Y. Chang, MD, during Friday

evening’s inauguration ceremony.

Putting on the Ritz — HCMS President

Philip McNamee, MD, and wife Carol.

President Stodd presents KGMB news
reporter Leslie Wilcox with HMA’s “Dis-

tinguished Medical Reporting Award”
for television. Cameraman Michael May
joined Leslie in receiving the award for

“When the Bough Breaks, Children in

Crisis.”
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Why is HMSA the Preferred Choice?

^ ^Specially trained
HMSARepresentatives

provideindividualized

service, and I know
ril get a prompt,
efficient response if

any problems come

up.

**Over 90% oj HMSA
members choose ajee-jor-

service plan because they
prefer a free choice of
physician. And when they
recognize the value of
choosing a Participating
Physician, it gives me a
reliable, competitive edge
with over 500,000 HMSA
members. ’ ’

^^1 like the advantage of a

steady cash flow because
claims are paid promptiy/
directiy to me on a weekiy
basis. The avaiiabiiity of

eiectronic ciaims processing

ailows me to be more
efficient, too.”

know my
HMSA patients
benefit from the

quality care I can

provide— at a

predictable,
affordable price

* *

Find out why 2,300 Participating Physicians and
other health care professionals choose HMSA.

Call 944-2300 today.



Only Hawaiian Tel’s pager network
can reach you at all these points.

We'll get right to the point.

Hawaiian Tel offers the only pager network that

provides Island-wide and state-wide coverage.
So you're in touch from Waimea to Waimanalo.

Makaha to Makapuu. Haleiwa to Honolulu. And
all points in between.

We also offer extensive Neighbor Island and
interisland service. Comprehensive warranties on
every pager we rent or sell (both tone and digital

readout models). Plus, our monthly network service

fee works out to less than a dollar a day. That's a
small price to pay for constant contact with your

business.

To take advantage of all our good points, call

546-4997 on Oahu or 1-800-232-8822 on the

Neighbor Islands.

HAWAIIAN TEL
Beyond the call



o gift from gown to town

Influenza A:
Prospects for Prevention and Control III:

Influenza Prevention Today
(The third of three parts)

David M. Morens, MD*

Influenza is the most important infectious disease in the United States today, killing

thousands of persons each year and causing significant morbidity, economic loss, and
loss of productivity.

Control of influenza depends upon coordinated efforts on the part of physicians,

patients, and health officials to: (I) support sensitive influenza surveillance systems and
to act upon surveillance data in timely fashion, (2) formulate and regularly evaluate

and revise preventive strategy guidelines that target and prioritize identifiable groups of
persons at risk of complications of influenza, at risk of transmitting influenza, and
engaged in essential community services, and (3) develop updated inactivated vaccines

and administer them to all targeted groups, and to all other individuals who wish to

decrease their chance of acquiring influenza.

Although the number ofpersons at risk of serious complications from influenza can
be expected to rise dramatically in the coming years, a brighter outlook for influenza

control in the future is suggested by the accelerating development of efficacious live

vaccines, by more aggressive and optimistic public health policies, and by the proba-
bility that once better vaccines are developed and widely used epidemics of influenza

caused by prevalent strains can be blunted by vaccine-induced herd immunity.

(Parts I and II were discussed in the previous issue of the JOURNAL, published

October 1986.)

Until newer vaccines become available,

what can physicians, patients, and health

officials do to prevent influenza A?
First and foremost, prevention of in-

fluenza must be based upon reporting of

suspected cases by physicians. In Hawaii,

influenza is a notifiable disease, and the

Department of Health has an excellent

community and laboratory surveillance

system that can detect budding epidemics

in time to alert the community at large.

Physicians who fail to notify the Depart-

ment of Health about suspected cases of

Associate Professor, Department of Tropical Medi-
cine and Medical Microbiology, University of Hawaii
School of Medicine, Honolulu, Hawaii.

Hawaii Medical Journal—Vol. 45,

influenza inadvertently contribute to de-

lays in epidemic recognition that invite

further spread of influenza.

Secondly, prevention of influenza is

based upon comprehensive, constantly

updated recommendations by health of-

ficials, particularly those in the Hawaii

Department of Health and at the CDC.
These recommendations are printed in

the health department’s monthly Com-
municable Disease Report, e.g., most re-

cently that of July 1986, the CDC’s
Morbidity and Mortality Weekly Report

(MMWR) and in other publications. (In

general, the recommendations of the

Health Department and of CDC are

No. 11—November 1986

identical, but the state’s recommenda-
tions, which are based upon those of

CDC, the ACIP and other official bod-

ies, may be more specific, or may contain

information relevant only to Hawaii.

Therefore, the state recommendations

should take precedence over the others).

Thirdly, influenza prevention is based

on the concept of “targeting” groups of

individuals at risk of serious complica-

tions for preventive measures described

below. While this strategy alone may not

reduce overall community transmission,

it can reduce morbidity and mortality.

High-risk groups include:

• Persons of any age with chronic
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pulmonary or cardiac conditions

severe enough to require regular

check-ups or hospitalization.

• Residents of nursing homes and
similar facilities'.

• All persons over age 65.

• Persons of any age with chronic

“metabolic” diseases such as dia-

betes melUtus, natural or iatrogenic

immunosuppression, renal diseases,

collagen vascular disease, anemia,

and asthma severe enough to war-

rant regular check-ups or hospital-

ization.

The first two of these groups are ac-

corded the highest priority for vacci-

nation and, if unvaccinated, for aman-
tidine prophylaxis and other measures

described below, during outbreaks.

Fourthly, influenza prevention is based

upon targeting populations at risk of in-

creased influenza transmission, and at

risk of increased transmission to persons

at risk for complications. As noted

above, this is a newly adopted strategy

aimed specifically at health care person-

nel and residents of institutions such as

nursing homes. It is analogous to the

American vaccination policy for rubella:

Targeting for vaccination the individuals

(young children) at low risk of complica-

tions, but at high risk of transmitting to

other persons (pregnant women) who are

at high risk of complications (miscar-

riages or delivery of infants with fatal or

disabling congenital rubella syndrome).

Such influenza-transmitting individuals

are considered a high-priority group for

vaccination', cilong with the two high-

priority groups already mentioned.

Fifth, the mainstay of prevention is

vaccination with current inactivated in-

fluenza vaccine, which may contain anti-

gens from one or more influenza A vi-

ruses, and from an influenza B virus.

Private physicians should identify and
vaccinate their patients. Hospital and in-

stitutional infection control officials

should institute vaccination procedures.

(During epidemics, such officials should

also consider cohorting and isolation

measures and, in extreme situations,

limiting elective admissions).

Physicians should offer vaccination to

all patients who wish to decrease their

risk of influenza acquisition, especially to

persons who provide essential community
services, e.g., to pohcemen and firemen.

Although schoolteachers are not speci-

fied in current recommendations, they

cU'e at risk of increasing community
transmission, and may also be considered

high-risk transmitters.

Although influenza vaccines are not

known to be harmful, it is not recom-

mended that they be given to pregnant

women, on theoretical grounds. Persons

with the following histories should not be
vaccinated:

• Those with anaphylactic egg sensi-

tivity.

• Those with previous severe reaction

to influenza vaccination.

Vaccination is normally deferred in

persons with acute febrile illnesses who
can return at a later date.

Sixth, amantadine hydrochloride may
prevent influenza A disease when given

prophylactically, and may reduce severity

of symptoms and duration and degree of

virus shedding (transmissibiUty) when
given within 24 to 48 hours of influenza

A onset. Although amantadine should

not be used in place of vaccination, the

following unusual circumstances con-

stitute specific exception when aman-
tadine prophylaxis should be given:

• Short-term prophylaxis during an
epidemic, to unprotected persons at

high risk of complications.

• As an adjunct to late vaccination of

persons at risk of complications,

and of health care personnel, dur-

ing an epidemic.

• To supplement the protective effect

of vaccination in immunologically

compromised persons.

• To prevent influenza in persons in

high-risk groups for whom vacci-

nation is contraindicated.

In addition, amantadine should

be considered for treatment of per-

sons at risk of complications, re-

gardless of vaccination status, who
present during an influenza
epidemic with influenza-compatible

disease of less than 48 hours dura-

tion.

Amantadine is contraindicated for in-

fants and for persons with known drug

sensitivity. The dosage should be reduced

in persons with decreased renal function,

and in persons with convulsive disorders.

With respect to nosocomial influenza

transmission, recent guidelines recognize

difficulties in implementing isolation of

adult patients with suspected illness: Vi-

rus excretion begins before symptoms ap-

pear; diagnosis on the basis of signs and

symptoms may be delayed or missed,

particularly in non-epidemic periods;

and laboratory diagnosis is rarely made
while the patient is able to transmit virus

to others. Although each situation should

be individuahzed, a reasonable approach

to prevention of nosocomial transmission

is that advocated by the Hospital Infec-

tions Program of the CDC^.
These guidelines place importance

upon both the age of the patient and the

presence or absence of a community
epidemic. During non-epidemic periods

isolation is not recommended for adult

patients with unproven influenza. How-
ever, isolation is recommended for in-

fants and young children with suspected

influenza during non-epidemic periods,

apparently because of a greater like-

lihood of influenza infection spread to

others, and, in many hospitals, the pres-

ence of other susceptible children in the

SEune ward area.

Respiratory isolation for influenza in-

cludes assignment of the child to a pri-

vate room and, if soiling of clothes is

likely, the wearing of gowns by hospital

personnel for the duration of illness.

Neither gloves nor masks are recom-

mended for hospital personnel.

CDC recommendations for preventing

nosocomial influenza transmission by

both children and adults during known
epidemics offer a practical option to

isolation: Patients with proven or

suspected cases may be “cohorted” or

placed in the same rooms and general

ward areas, ideally with the same staff

assigned to their care.

As noted, an important goal of preven-

tion is to reduce the risk of infection of

health care providers, who should receive

yearly influenza vaccinations. In addi-

tion, recent recommendations of CDC’
suggest that with the use of updated

ACIP recommendations'* hospitals

should adopt their own employee health

policies for influenza prevention. Ideally,

these policies would first stress identi-

fying the likelihood of epidemic in-

fluenza before it actually occurs. Sug-

gested strategies would then include iden-

tifying, prioritizing, and vaccinating per-

sonnel at high risk of transmission, as

well as those whose services are critical,

at least several weeks before the begin-

ning of the influenza “season.” During

epidemics, prophylactic amantadine can

be used to limit spread from unim-

munized personnel.

Because hospital infection control per-

sonnel are usually the only individuals

whose range of responsibilities are broad

enough to oversee such policy-making

and control-implementation, the leader-

ship of both infection-control practi-

tioners and infection-control committees

in influenza prevention is essential.
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REAL ESTATE
OPPORTUNITIES

Spectacular Rim Lot
Prime location with million dollar view of Diamond Head, golf course, ocean and

mountains. Elegantly remodeled architect designed home. Mew carpet throughout. Pool

with large deck, ideal for entertaining or family relaxation. 3 bdrms, 2 remodeled baths,

renovated kitchen. $495,000 (L).

Gaylien Hall (R) 373-1525

Shown by Appointment
Black Point Large lot, ocean view, home and 2 cottages $ 1 ,300,000 (L)

Waialae Nui— Aiaeloa St. panoramic rim lot, 4 bdrm, deck $275,000 (L)

Waialae Iki 5 . .
. Halakau St,, ocean view, under construction $465,000 (FS)

Moanalua Vly . .
. Rare find. 2 story, 4 bdrm, cul-de-sac $280,000 (FS)

Mililani 2100 model home, upgraded 5 bdrm, rim lot $239,000 (FS)

COnLEYPEW
Where Real Estate is an Art.

333 Queen St. • Suite 710 • Honolulu, HI 96813
A Real Estate Corporation

(808) 524-2844

ISLAND OF HAWAII

FEE SIMPLE OCEANFRONT ESTATE
A rare opportunity! Here’s a beautiful new country house, coupled

with the income-producing potential of a macadamia orchard. Located

on the Hamakua Coast at Laupahoehoe, noted for its rich, deep soil,

we offer almost 12 acres of prime property, which even has its own
private fresh-water swimming hole. The house itself is spacious and

gracious; only one year old, with blue water views from just about

every room. Gourmet kitchen, luxury bathrooms, county water and all

you need for sophisticated country living.

Offered finely-furnished at $850,000

Parl^
and A§(Sociatd<Rcalbid

Aina Haina Shopping Centre, Suite 126

820 W. Hind Drive, Honolulu, HI 96821 • (808) 373-9869

8-PLEX

$ 195 ,000 .

Ideal opportunity to own investment

property. A two-story hollow tile

leasehold building with 8 one-

bedroom units. Each unit has separate

electric meter, ranges and refrigerator.

It's fully rented and no vacancy. Seller

would like to exchange and will work

with all offers. Find out how you can

get a return of your money and a

return on your money. MLS 28309

Call today: 3oell Bethel (RA) 955-7744

in/ KAHALA HALE, INC.
4747 Kilauea Avenue, Suite 212

I nnr Honolulu. Hawaii 96816
I 1 1

1 (303) 735.7833

MAKIKI HEIGHTS
Live amid the Estates of Hawaii’s most estab-

lished families. Serene, secluded location sur-

rounded by lush landscaping with views of

mtns. & ocean. House designed by noted archi-

tect. Swimming pool, 4 bedrooms, 4'/2 baths

plus a large partially finished basement.

MLS 19480 $825,000 (FS)

RUTH JUDD (RA) 536-5153

CLORIR ORMRON RS50CIRTES INC.
KAHALA OFFICE HAWAII KAI OFFICE

732-1414 395-7522



A JEWEL ON THE AVENUE
Kahala, that is!

French doors beckon you to explore this Kahala two-story

mini mansion with 2 bedrooms. 2 baths and one-bedroom

guest cottage, plus studio quarters Offered in Fee Shown
by appointment only $1,550,000 00

Susan L Burgess (RA) 734-4242

HILL & CO.

Luxury in WaimanaJo . . . Oahu’s loveliest

beach at your doorstep . . . Stretch out on

white sand, or jump in your catamaran for

a spin over the waves ... 4+ bedrooms,

can be used as one large or two separate,

self-contained residences. Patio deck and

atrium garden. Mint condition.

FEE. $579,000

specialists in fine residential properties

HONOLULU
373-9844

GOOD CONDOMINIUM BUYS
MOUNTAIN TERRACE $267,500

Super luxury decorator model. 1,644

sq. ft. Corner unit. En|oy the quiet &
solitude of this prestigious bldg.

Ocean views from every room. New
pool, rec. deck. Easily shown. You
will be Impressed.

OCEANFRONT AT WAIKIKI SHORES $225,000

Two bedroom corner unit with un-

obstructed ocean views. Excellent
rental income. Owner can carry long

term agreement. Recently upgraded.

CANTERBURY PLACE $189,000

Famous "D" corner unit. A one
bedroom unit with 5 rooms and near
ly 1200 sq. ft. Two lanal's, spa, heated
pool, sauna. Excellent management.
Terms.

2233 Kaiakaua Ave.. Suite 713. Honolulu. Hawaii 96815

BUSY? BARGAIN HUNTERS
WANT VALUE & QUAUTY??

SPENCER/SEWiLL REALTY, INC.
975 Kaptolani Blvd (606)537-5511

REDUCED
Custom Linwood Home

Located in a lovely new neighborhood with beach
access. This NORTH SHORE HOME features ca-

thedral ceilings, gourmet kitchen, luxurious bath,

spacious decks & a lovely landscaped yard sur

rounded by a moss rock wall.

AU this for $189,000 FEE

HORSE RANCH
Almost Six Acres . . .

of FEE land located at the end of a quiet cu) d’sac

with an award winning 3 bdrm, 2 bath POLE
HOUSE; A bam with paddocks, tac room, feed

room, wash rack & Vet shute. A 50 R x 100 ft.

covered arena. A total of 8 grazing paddocks & 3

turn-out areas. $S49,000 Fee Simple.

Call for a brochure

AAorianne
Abrigo, Propgrties

P.O. Box 867, Haleiwa, Hawaii 96712 637-3S11

PROPERTIES
Hera are the CHOICEST PROPERTIES TO SATISFY YOUII

WE HAVE:
• GREAT LOCATION
• EXCELLENT PRICES
• QUALITY BUILDINGS
• TERRIFIC AMENITIES, POOL,
SPA, SAUNA, ETC.

• LOW MAINTENANCE FEES
• LONG LOW LEASES
• FHA/VA APPROVED
• OCEAN OR MOUNTAIN VIEWS

UNIVERSrTY; KINGS GATE *1801

Comer 2/2 reodem w/buiNn microwave. $119,000.

MAKIKI: VILLAGE MALUHU
*907 2/1 Tiled entry. Full appliances $79,000.

*903 2/1 Tiled entry. FuU appliances $79,000.

NEW LISTING; MAKIKI; PROSPECT TOWER
967 Prospect St. #103. Garden 2/2 w/OCEAN VIEWS.
URGE & SPACIOUS. BIG UNAI. FNMA APPROVED.
POOL. MUST SELL AT EXCEPTIONAL $99,500. HURRY!

For easy showings S courteous service,

call either John or Chu Lan Shubert (R). m
SHUBERT PROPERTIES S38-350o'
I iM terwQ Sifeei Swue I . Hofwiu9u.>owa« eedij MLS.

OF

DISTINCTION
KOKO KAl, For the demanding executive who needs

a haven for his family and a stylish place to entertain,

this 4 bedroom. 4 bath quality home offers both. The
ocean and mountain panorama provide an exciting

backdrop for large rooms, spacious lanai, wet bar,

fireplace and pod. $650,000 (L).

VI Dolman (R) 373.4883.

HAWAII KAl TRIANGLE. If family comfort and attrac-

tive surroundings are your priorities, you'll find your

answer in this popular neighborhood home.
Spacious living areas flow out to a covered lanai and

pool area with a large back yard for the kids. 3

bedrooms, 2 baths and an eat-in kitchen. $260,000

(L) Fee to be available.

Kathy Takemoto (RA) 39S-2641.

dolinan
nsoctates
REALTOFtS
since t9S7
531-8488

Earl Thacker Ltd.
SINCE 1930, a TRADITION in HAWAII'S REAL ESTATE INDUSTRY

DISCOVERY BAY

Huge!! 1 800 plus square foot 2

bedroom/2 bath PENTHOUSE apart-

ment. Sloping windows filter starlight.

Magnificent 270 degree view. (68919)

$409,000 (L)

Also furnished Studio on high floor (68915)

$105,000 (L)

Rich Lowe (R) 395-5134
2222 Kalakaua Avenue, Suite 1415. Phone 923-7666

HOKUAU MLE

Cool, Quiet & (Spacious!

3 bedrooms. baths and almost 1,400 sq. fl.

of living area plus hu^c deck overlooking lush

mini-park We can show this outstanding

townhome m one of Mililani's finest communities

vilh just a moment's notice.

Only $131,000, FEE mVlV. mis 21020,

Call me today! Craig Nakamura (D) 946-2427

siArk
RtAkTT

(808) 944-8744

TWO WONDERFUL HOMES!
SWIMMING POOL RESIDENCE

Fee simitle! BeaatiftiUy maiataiUted — ex-

bra-large yard of over 12,000 aq. ft. — pri-

vately situated at the end of a cnl-de-sac. R
pacioms home wiUi family room, wrap-
arouid lanai, fireplace — tJteee beebrooms,

two batha — tiled kitchen. $210,000

Olga Korth (R) 262-7967

OLOMANA - NEW LISTING!
Fee simple! Great locafion, lovely valne—

a

very much expanded home with wonderful
living space—spectacular mountain view!

3 bedroom, l-‘/i bath home on a comer
property with attractive yard. $162,000

Bev Charley (R) 262-6454

LTD., REALTORS
25 KANEOHE BAY DRIVE
KAILUA, HAWAII 96734
Telephone 2S4-3521



. . a reassurance

Anti-HTLV III Testing of Blood
Donors and Recipients,

Hawaii Experience

Julia Frohlich, MD*

The Blood Bank of Hawaii (BBH) initiated testing for antibody to human T-

lymphotropic virus type III (anti-HTLV III) in March 1985. Simultaneously, an
alternate site was established by the state Department of Health for testing persons who
might be at increased risk for acquired immunodeficiency syndrome (AIDS).

BBH EXPERIENCE IN TESTING VOLUNTARY BLOOD DONORS:

TABLE 1

Number of blood units screened and repeatedly reactive by

ELISA and Western Blot, Blood Bank of Hawaii, March 26-

Oct. 31, 1985

Male Female

Total

Donors

Total units tested 14,605 5,818 20,423

Repeatedly reactive by

ELISA 60 21 81(.40%)

Repeatedly reactive by

ELISA and Western Blot 6 0 6(.03<7o)

Of 81 donors who tested repeatedly reactive by ELISA, 74

percent were men. (The usu^ BBH donor population is 71

percent men.) Of the six donors with anti-HLTV III on both
ELISA and Western Blot testing, three had given blood previ-

ously. All six donors were informed of their test result in person

by the BBH physician. Physicians who transfused blood from
these donors to recipients on earlier occasions were informed by
the BBH physician of the fact that their patients were at possible

risk of exposure to HTLV-III.

'President, Blood Bank of Hawaii

Accepted for Publication, August 1986

Correspondence: Blood Bank of Hawaii

2043 Dillingham Blvd.

Honolulu, Hawaii 96819
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TABLE 2

Status of 71 recipients of blood from donors now with

reactive tests for anti-HTLV III, Blood Bank of Hawaii

Status Number of Recipients

Physician contacted;

patient sample submitted

21

Physician contacted;

no patient sample submitted

17

Physician not contacted

(transfusion prior to 1979)

5

Recipients expired*

-no sample available

-expired since sample submitted

27

1

TOTAL: 71

• Cause of death unrelated to AIDS.

Results of anti-HTLV
Blood Bank of Hawaii

TABLE 3

III testing by date of transfusion.

Recipient

Before

1/01/84

Since

1/01/84 Total

Anti-HTLV III (-F) 0 3 3

Anti-HTLV III (-) 15 4 19

TOTALS: 15 7 22

Recipients of blood who were transfused prior to 1984 did not

develop anti-HTLV III. Three of seven recipients of blood who
were transfused during 1984 and 1985 developed the antibody.

Two of these antibody-positive recipients received separate

blood components from the same unit of blood.

Addendum (as of July 1, 1986)

Since October 1985, five additional donors have been found
positive for anti-HTLV III (by ELISA and Western Blot tests),

for an overall total of 11 donors positive out of 50,000 units

(collected March 1985 through June 1986) or an overall in-

cidence of 0.02 percent. Three of these additional donors had
given blood previously. Follow-up and testing of recipients

reveals no additional antibody-positive results in recipients.

Case Studies

Case 1. An 83-year-old diabetic wom-
an received two units of red blood cells in

March 1984, while undergoing leg am-
putation. One unit was from a donor
who was found to be reactive for anti-

HTLV III in 1985. In addition to a reac-

tive HTLV III test, she showed a de-

crease in absolute lymphocyte count and
an inverted ratio of T helper-to-sup-

pressor cells. She expired in November
1985; an autopsy revealed no evidence of

AIDS.
Case 2. A 59-year-old man received

five units of blood and blood compo-
nents in January 1985. One unit of red

blood cells was from a donor found to

contain anti-HTLV III later that year.

The patient has anti-HTLV III. Physi-

cian examination, routine laboratory

studies as well as lymphocyte count and
helper-to-suppressor ratios are all re-

ported normal in this patient. The pa-

tient’s wife also has anti-HTLV III, with

lymphadenopathy, a decreased white

blood count and 40 percent atypical

lymphocytes.

Case 3. A 64-year-old man received 29

units of blood and blood components in

February 1985. One unit of fresh frozen

plasma was from the same donor whose
red blood cells were transfused to Case 2,

and later found to contain anti-HTLV
HI. The patient has anti-HTLV III; his

wife is negative for anti-HTLV III. Phys-

ical examination, routine laboratory

studies as well as lymphocyte count and
helper-to-suppressor ratios are all re-

ported normal in this patient.

Summary

The data shown represents 100 percent

of all civilian blood collected in Hawaii
between March 26 and Oct. 31, 1985; the

Blood Bank of Hawaii has been the sole

supplier of blood to community hospitals

in the State of Hawaii since 1941. Ap-
proximately 40,(XX) units are collected

each year from volunteer donors on the

five major islands: Hawaii, Oahu, Maui,

Kauai, and Molokai.

The incidence of Hawaii donors who
are reactive by ELISA and Western Blot

tests (0.03 percent) is comparable to that

reported in Boston, Detroit, and Phila-

delphia and to overall Red Cross donor

prevalence of 38/l(X),(X)0 donors.’ (Ad-

justed incidence for Hawaii donors,

March 1985 through June 1986, is now
0.02 percent.)

REFERENCE
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1985.

392 Hawaii Medical Journal—Vol. 45, No. 11—November 1986



HAWAII’S FINEST AUTOMOBILES

A Crossroads Press advertising supplement to Pacific Business News, Hawaii Medical Journal,

Hawaii Dental Journal Hawaii Bar News, and The Balance Sheet



Schuman Carriage.

The Cadillac of car dealers.

Given the tradition of excellence

Cadillac has developed over the

years, our headline is an extremely

bold statement.

It’s also extremely true.

You see, there’s more to Schuman
Carriage Company than a showroom
and some cars. There’s a ninetyahree

year history of quality service. A
history we live up to every day.

Then there’s our staff of friendly,

knowledgeable salespeople. People

who are your friends, your neighbors.

And from 8:30 a.m. to 9:00 p.m.,

your experts on Buicks, Cadillacs

and Subarus.

Perhaps most important to the

success of Schuman Carriage is our

attitude. While some dealerships

describe themselves as “low pressure,”

we strive to go a step beyond that.

do “no pressure.”

When all is said and done,

pleasing the customer is our ultimate

objective. To provide the finest cars,

the finest salespeople, and the finest

environment in Hawaii. All under
one roof.

A Cadillac of a challenge? Yes.

But one we meet each day.

SCHUMAN CABRIAEE CO.

The Cadillac ofcar dealers.

1234 S. Beretania Street— Phone 533-6211 Monday-Friday 8:30 a.m.-9:00 p.m. Saturday 8:30 a.m.-5:00 p.m.



Dealer Address Phone Lines Page

Acura of Hawaii 98-055 Kam Hwy., Aiea 487-7228 Acura S-9, 11

Chevrolet Dealers Association Chevrolet S-13, 15

Rainbow Chevrolet 1341 Kapiolani Blvd. 528-1720

JN Chevy Mazda 2999 N. Nimitz Hwy. 836-1222

Service Motors - Wahiawa 105 S. Kam Hwy., Wahiawa 622-4195

Waipahu Auto - Chevrolet 94-729 Farrington Hwy., Waipahu 671-2871

Haleakala Motors Ltd. 260 Hana Hwy., Kahului, Maui 877-2066

Hilo Motors 1177 Kilauea Ave., Hilo 961-5222

West Hawaii Motors Kailua, Kona 329-2987

Kuhio Motors Kauai 3215 Kuhio Hwy., Lihue 245-6731

Dolphin Leasing 1017 Kapiolani Blvd. 545-5015 All makes autos, trucks, S-10, 13

equipment

The Cutter Team S-6, 14

Cutter Ford Isuzu 98-015 Kam Hwy. 487-3811 Ford, Isuzu

Cutter Dodge 3149 Nimitz Hwy. 836-0626 Dodge
Cutter Dodge 921 Kam Hwy. 455-1071 Dodge
Rainbow Chevrolet 1341 Kapiolani Blvd. 528-1720 New Chevrolet

Rainbow Chevrolet Kapiolani & Kalakaua 943-0031 Used Chevrolet

Cutter AMC Jeep/Renault 94-149 Farrington Hwy. 671-2626 AMC Jeep, Renault

Courtesy Pontiac/ 1391 Kapiolani Blvd. 946-8311 Pontiac, AMC Jeep,

Jeep/Renault Renault

Honolulu Ford 71 1 Ala Moana Blvd. 523-8200 Ford, Isuzu, Alfa Romeo S-5, 14

Nissan Nissan S-13, 16

Honolulu Nissan 630 Piikoi St. 531-3721

621 Dillingham Blvd. 847-6506

Nissan of Waipahu 94-119 Farrington Hwy., Waipahu 671-2611

Windward Nissan 46-151 Kahuhipa St., Kaneohe 235-6433

Kaimuki Nissan 3060 Kapiolani Blvd. 734-0241

Airport Nissan 545 Lagoon Drive 833-0062

Nissan Pearl City 806 Kamehameha Hwy., Pearl City 456-5938

Nissan Wahiawa 1912 Wilikina Dr., Wahiawa 621-0761

Big Island Nissan 471 Kalanianaole Ave., Hilo 969-1484

Kuakini Hwy., Kailua-Kona 329-4408

Nissan of Maui, Inc. 1935 Main St., Wailuku 244-7433

Nissan of Kauai 3033 Aukele St., Lihue 245-6731

Pflueger Lincoln Mercury 2901 N. Nimitz Hwy. 836-0033 Lincoln Mercury S-4, 7

Schuman Carriage 1234 S. Beretania St. 533-6211 Cadillac, Buick, Subaru, S-2, 7

O’Gara Limousines

Theo Davies Euromotors Ltd. 704 Ala Moana Blvd. 531-5971 Mercedes-Benz S-7, 12

Volvo-Hawaii 98-051 Kam Hwy,, Aiea 487-7974 Volvo S-8, 11

ADVERTISING SUPPLEMENT S-3



For 1987 Lincoln Has Made The Following Changes...

NONE
Good Things Never Change.

They Just Get Better!

LINCOLN
Designed and engineered to be driven, not just admired...

They are associated with the discriminating individual of considerable status.

1987 LINCOLN MARK VII

1987 LINCOLN CONTINENTAL 1987 LINCOLN TOWN CAR

These are the finest in preference,

with all the amenities to indulge the car connoisseur.

w:^:Nr-

2901 No. Nimitz Highway
Phone 836-0033



MEONlYTHmGANAIMROMEO MILANO
DOESNT DO EAST IS LEAVE THE mCTORK
Alfa Romeo has a program designed to provide the best in

quality control.

To prove the total commitment to superior quality standards,

every single Alfa Romeo made is now subjected to a very

comprehensive, grueling testing regimen.

Alfa Romeo has also devised one of the most extensive anti-

corrosion systems in the industry.

But of course, our testing didn’t stop there.

Every one of the car’s major sub-assemblies is thoroughly

tested before final installation.

Once the car is assembled, it is again tested under real-life

conditions out on the test track. Not one or two random cars,

but every Alfa Romeo Milano built. Alfa Romeo is one of the

few manufacturers to carry out 100% testing of every single

car in this way.

But the testing still doesn’t end there.

Because after the road test, the car is thoroughly checked again

upon leaving the factory. And to make sure nothing has hap-

pened on the long journey from Italy, we put our cars through

yet another quality inspection when they arrive in the U.S.

But still, it doesn’t end there.

Discover for yourself Milano’s sheer power, superior handling

and high-tech elegance. Find out more about its impressive

array of standard features and outstanding warranty program.

Honolulu Ford/Alfa is waiting to hand you the keys to a 1987

Milano for a test drive you’ll never forget!

tjtonolulu Ford

711 Ala Moana/ Phone; 523-8200
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Schuman
Carriage Co.
Sixty-six years before Hawaii

became a state, Schuman Car-

riage Company was founded.

The business of buying and sell-

ing automobiles in Hawaii hasn’t

been the same since.

That’s because Schuman Car-

riage is more than just a show-

room and cars. It’s ninety-three

years of tradition. Quality peo-

ple. Friendly service. And a relax-

ed environment.

Simply put, Schuman Carriage

is the Cadillac of car dealers.

Of course, cars are why people

come to Schuman Carriage. For

the Buicks. The Subarus. And the

Cadillacs.

You could say Schuman has a

car for every tax bracket.

And especially exciting this year

is an automobile for the top

bracket: the Cadillac Allante.

Priced at approximately $55,000,

the Allante signifies a bold new
direction for the Cadillac Motor
Company. Quick and elegant, Al-

lante is already considered Ameri-

ca’s first true sports luxury car.

Schuman Carriage will also fea-

ture the full line of 1987 Buicks

and Subarus. From the hi-tech

Buick Riviera to the new Subaru

Justi, you can be sure Schuman
has an automobile that fits your

lifestyle perfectly.

In a way, that’s exactly what

Schuman Carriage is all about.

Pleasing the customer. You won’t

be subjected to any pressure tac-

tics at Schuman. They believe

looking for a car should be an

enjoyable experience. And every

member of the Schuman staff

works hard to make it that way.

The finest salespeople, the

finest cars, and the most pleasant

atmosphere in Hawaii. That’s

Schuman Carriage Company.
And when you think about it.

what else could you want in a car

dealership?

Pflueger

Lincoln Mercury
Lincoln Mark VII, Lincoln

Continental, Lincoln Town Car.

For 1987 Lincoln has made the

following changes . . . NONE!
When you have a good thing and
much to your expectations, why
change it.

The 1987 Lincolns are designed

and engineered to be driven, not

just admired. They are associated

with the discriminating individual

of considerable status. These are

the finest in preference with all

the amenities to indulge the car

connoisseur.

The Lincoln Mark VII .. .

What a luxury car should be.

Ever since the classic-car era of

the twenties and thirties, Lincoln

Mark VII’s have been known for

their luxury, quality and engineer-

ing innovations. The Mark is de-

signed for the unique breed of

driver who believes that spirited

responsiveness and exceptional

road manners are the ultimate

luxuries.

The Lincoln Continental . . .

You don’t really need others to

confirm the wisdom of your

choice. But, invariably, they will.

Lincoln Continental is such an

automobile. Yet Lincoln Conti-

nental possesses more than good

looks. This is an extraordinary

four door sedan with more fea-

tures included as standard equip-

ment. Perhaps most ex-
traordinary of all is Lincoln Con-

tinental’s innovative technology

and engineering.

The Lincoln Town Car . . .

Life is full of compromises. This

isn’t one of them. The 1987 Lin-

coln Town Car possesses a regal

bearing and formal elegance that

is all its own. Yet the reason most
often stated for purchasing a

Town Car is the aura of achieve-

ment and success it reflects upon
its owners.

The Lincoln Mark VII, Conti-

nental, and Town Car are truly

contemporary luxury automobiles

with an uncompromised arrival

of high technology and high fash-

ion. These may be seen at

Pflueger Lincoln Mercury,
Oahu’s only Lincoln Mercury
dealer.

Theo Davies
Euromotors
Buyers agree that Mercedes-

Benz automobiles are engineered

like no other car in the world.

The ever-increasing demand for

the automobiles is testimony to

their excellence.

Mercedes-Benz has kept pace

with this demand by offering a

wider variety of models and body
types, matching a superb au-

tomobile to the differing individ-

ual needs and tastes of the

buyers.

At Theo Davies Euromotors,

Hawaii’s only authorized
Mercedes-Benz dealer, demand
often outstrips supply.

One of the reasons why is the

560SEL — the ultimate highway

car — designed to be the flagship

Mercedes-Benz sedan. Engineer-

ing excellence brings this sedan to

new levels of performance.

This emphasis on performance

carries through to the 560SL.

With a 5.6 liter V-8 engine, it is

the mightiest SL in Mercedes-

Benz history.

The 300E sedan is the result of

an eight-year search for technical

progress and functional improve-

ment. It is the quickest and
strongest Mercedes-Benz six-

(Continued on page S-11)
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LEASE THE FABULOUS V-6 LEGEND NOW!
COMPARE THE RATES AND ADVANTAGES

OF IN-HOUSE DEALER LEASING AT...

OF HAWAII
gB’OBS KAM HIGHWAY, AIEA.

WINDWARD MALL 235-2117

‘Call for a test drive at your home or office today.

Manufactured in Jaoan bv American Honda Motor Comoanv, Inc.



LET HAWAII’S LEASING SPECIALISTS
SHOW YOU THE WAY.

COMMERCIAL and CONSUMER
AUTOMOBILES, TRUCKS, EOUIPMENT

1017 Kapiolani Blvd.,
Honolulu 96814 • (808) 545-5015
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cylinder gasoline engine in recent

history.

The latest member of the re-

markable Mercedes-Benz 300
Class is the most advanced vehi-

cle ever to be called a station

wagon — the 300TD Turbo
Wagon. This five-door, six-

cylinder cargo-carrying turbo-

diesel station wagon is built to the

same uncompromising engineer-

ing standards and fitted to the

most accomplished automotive

structure ever devised.

The 190E is available in a four-

or six-cylinder or sporty 16-valve

gasoline-powered engine or in the

190D model with a 2.5 diesel en-

gine. In this fine automobile, the

virtues of a performance-oriented

sports car are blended with the

traditionally solid, civilized and

practical Mercedes-Benz to create

the 190E.

Sedan or coupe or roadster,

gasoline or diesel, stately or

sporting or efficiency-minded,

Theo Davies Euromotors, Ha-

waii’s only authorized Mercedes-

Benz dealer, offers exquisite

choices.

Volvo-Hawaii
The last time the Swedes really

made any noise was in the sixth

century. With King Gustav at

Quarterback, they rolled over

most of Europe, showed the

Prussian and Germanic tribes

how to win friends and influence

people, and went home with a

couple of centuries’ worth of boo-

ty. Rumor has it that the leg-

endary blonde Swedish girls did

not drop out of the sky in Sweden
at that particular time, but then

most of this group of rumor
mongers are Germans. Maybe
this is why the Swedes have been

quiet for so long.

The Volvo is a real national

statement. It is a statement car

that has a theme running through

it that takes years to comprehend.

The theme is shiphood. The Vol-

vo is built like a small ship. It is

very strong, very capable, over-

built to provide a degree of safety

in heavy weather, utilitarian but

not stark, and it has a soul. Peo-

ple name their Volvos. Volvos ap-

pear in pop novels, and trendy

movies about college professors

with a history. The soul comes

from the integrity built into the

car by their robust and jolly

makers, who still carry the genet-

ic programs of the great Norse

seamen.

Somewhere on those long and

twisted helixes is a gene that likes

to conquer whole peoples, occupy

whole continents, and take no

prisoners with beards. This gene

has somehow worked its way
back into the starting line-up at

Volvo.

The “Gustav” gene as we will

call it, reached out and took Vol-

vo management by the throat last

year. What happened? The 780 is

what happened. The 780 is ex-

actly one angstrom over the “no
more Mr nice guy” line. It is the

tiniest bit anti-social. It is big,

handsome, brawny, fast, sexy,

quick, strong. Do we have the

right case here, judge? Is this a

Volvo? I wonder what happens

when you drive one of these cars

through those sleepy little coastal

towns in Germany. I wonder if

the old women look at that car

and get that “here we go again”

feeling. Who knows.

Volvo has brought a new feel-

ing of excitement and power into

their cars with the new 780 and

the legendary Turbos. They are

still safe, strong, and quiet as

ever, but there is a new projection

of geopolitical power in them.

Someday, there may even be a

series of little round holes in the

sides for oars.

Acura of Hawaii
The big news in the world au-

tomotive press in 1986 was Hon-
da Motor Co.’s entry in the Lux-
ury sedan, and Sport Sedan
markets.

This long awaited Japanese

challenge to the Wonder cars of

Europe, and the American land

yachts resulted in the formation

of a completely new division of

Honda. The Acura Division was
formed as an Elite Division of
Honda to design and build world

class cars in the Luxury and sport

sedan classes.

Honda management gave the

new division a mandate and a

blank check. The mandate was:

produce cars better than the best

European and American cars,

bring them in to sell 25% below
the competition, give them per-

formance, grace, and next to zero

maintenance, and don’t worry
about the development costs.

They have a name for this kind of

confident boldness in manage-
ment. They call it the miracle rec-

ipe.

You may ask yourself how
Honda came to dominate the mo-
torcycle market in the sixties and
seventies. They did it in the hard-

est way imaginable. They sent

their engineers to the Grand Prix

motorcycle race circuits in Eu-

rope with one word on their lips.

Win. The legendary engines Hon-
da produced exceeded 13000
R.P.M., and ran flawlessly in the

fierce battles with the Italian

Magustas. Honda won. Their en-

gineers learned old world secrets

in the cathedrals at Monza and
the Isle of Mann. Honda in-

corporated many of their race

bred features in their street bikes

(Continued on page S-13)
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How to tour Europe's golf courses
|

and bring back the ultimate trophy!
Buy a new Mercedes-Benz through TheoDavies Euromotors and have it waiting for you at

the Stuttgart Delivery Center.

Then you can pack up your clubs and head for the great links of Europe in grand style. Free from tours,

timetables and other restrictions. While at the same time, saving money on costly car rentals (or trains, buses, and
cabs). And saving on the price of your new Mercedes-Benz.

We'll take care of all the arrangements, right here . . . and there is also excellent financing available through the

Bank of Honolulu. Place your order early and assure that 1987 delivery fits your travel plans. And bring back the

ultimate trophy—your new Mercedes-Benz.

TI=mcy\VIES
EUROMOTORS A subsidiary of

Theo. H, Davies S Co,, ltd.

HawaiPs only authorized Mercedes-Benz dealer

OAHU HAWAII

704 Ala Moana Boulevard 124 Wivwjole Street

Honolulu—PH: 531-5971 Hilo—PH: 961-6087
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and captured the world mo-
torcycle market overnight.

The Acura division chose the

same hard road in the develop-

ment of the new cars. They de-

cided to build a power plant for

the Formula One Grand Prix

circuit in Europe. There is no
more intense competition in the

world than formula one. It is the

very best of the very best racing

in blindingly fast spacecraft on
wheels. To build a successful

powerplant for this formula,

dominated by Porsche and BMW
powerplants, is exactly the most

difficult automotive engineering

task possible. Honda won the

Manufacturers Championship on
September 21, 1986 at the Grand
Prix of Portugal. The Europeans

are listening. Again.

The Acura Legend and the

Acura Integra are the result of

the new division’s mandate. They
are incredible cars. They are built

with state of the art technology,

designed to run with almost no
maintenance, perform with the

very best in the world, look and
feel expensive, and priced a full

25% below most of their com-
petition.

The Hawaii
Chevy Dealers

Association
The ’87 model year promises to

be a very good year for buyers at

Hawaii Chevy Dealers.

This year’s national advertising

theme is “The Heartbeat of

America, Today’s Chevrolet.’’

Judging from the great reception

of the ’87 cars in Hawaii, Chevro-

let is living up to that theme, and
has definitely got its finger on the

pulse of the Pacific.

Your Hawaii Chevy Dealers

continue to give everyone more

car selection for the money with a

wide range of cars and trucks.

From high performance cars like

Corvette, to the fun, gas-thrifty

little Sprint with the best E.P.A.

figures around. They’ve got the

number one selling American car

in Hawaii and the U.S.A., Chevy
Celebrity and the popular
Eurosport model.

Chevy dealers have cars and

trucks people in Hawaii want and
need. Cars like Nova, Citation,

Spectrum, Monte Carlo SS, and
Camaro. Trucks and vans like

Hawaii’s favorite S-10 Blazer and
the handy, rugged Astro van.

There’s more to come for ’87.

Everyone is anxiously awaiting

the arrival of the new Chevrolet

Beretta.

It’s all just a part of a never

ending commitment to give peo-

ple value and choice. It’s what

made Chevy Dealers number one.

And it’s going to keep them
there.

See your Hawaii Chevrolet
Dealer today and check out the

new ’87 Chevrolets for yourself.

You’ll like what you’re seeing.

Dolphin Leasing
The new Tax Reform Act of

1986 has taken some of the vari-

ables out of the lease or buy deci-

sion-making process. ITC’s are

history and depreciation is a

whole new ball game. The
cashflow picture takes on a re-

newed importance. Monthly pay-

ments on leases are lower than

fully amortized purchases and the

“No Down Payment’’ feature of

a lease is attractive to clients,

with strong liquidity preference.

Other features of leasing include

how asset acquisition impacts fi-

nancial reporting requirements

(off balance sheet financing). On
operating leases, assets may not

appear as long term debt on the

balance sheet, but as equipment
rental on operating statements.

The result being greater appear-

ant liquidity and a greater ROI.
Improvement on borrowing pow-
er could result as well as in-

creased bonding capacity.

With the tax incentives of own-
ership being reduced by the new
legislation, leasing inquiries are

up by almost 200%. Leasing is a

less restrictive form of financing,

providing a diversification of

financing sources. Leasing pro-

vides an additional source of cap-

ital leaving working capital re-

sources intact.

Dolphin Leasing Corporation

leases all makes and models au-

tos, trucks, and equipment at

competitive rates.

Individual or consumer leases

increase each month with leasing

penetration of the new car and
light truck market in Hawaii ex-

pected to be 20% by 1988 and
40% by 1990. Commercial truck

and equipment to 85% by 1990.

Tax advantages of expensing

out leased assets and the loss of

ownership benefits account for

the growing popularity of leasing.

Nissan
Against the best competition

from America and abroad, the

NISSAN MAXIMA was selected

as “The Best Luxury Sedan Buy
Under $25,000.’’ One big reason

for maxima’s strong appeal is

its extensive list of standard

equipment including power rack-

and-pinion steering, power four-

wheel disc brakes, AM-FM stereo

radio/cassette with graphic sev-

en band equalizer, power door
locks, windows, radio antenna

and rear view mirrors, cruise con-

trol, an anti-theft system, tilt

steering wheel and much more.

(Continued on page S-14)
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(Continued from page S-13).

The NISSAN MAXIMA never

compromises when it comes to

style, luxury and performance.

For 1987 MAXIMA’S grille has

been sloped slightly toward the

bumper and some of the car’s

lines smoothed out, giving the

MAXIMA more sweep from
front to rear. The 3.0 litre V-6

engine, the luxurious interior, the

state-of-the-art componentry and

the basic design have remained

unchanged in the belief that the

car has been successful because of

what it is already.

A number of features have been

added to increase the car’s ap-

peal. The new MAXIMA has re-

designed alloy wheels incorporat-

ing flat surfaces for a cleaner

look and better aerodynamic per-

formance. The car is now
equipped with rear seat shoulder

belts in the two outboard posi-

tions, and the standard power
windows have a new “single

touch,’’ automatic down feature

on the driver’s side.

MAXIMA complements all of

its luxury creature comforts with

the superb performance of a fuel-

injected 3.0 litre V-6. Teamed
with front-wheel drive, power

four-wheel disc brakes, four-

wheel independent suspension

and power rack-and-pinion steer-

ing, it delivers real power and

precise handling with the kind of

mileage you need in today’s driv-

ing.

Innovative design, precision

manufacturing, and strict quality

standards; they all come together

to create NISSAN MAXIMA. A
car that’s every bit as good as it

looks.

The all-new MAXIMA, plus

the rest of the quality NISSAN
line, can be seen at your Nissan

dealer.

S-14

Honolulu Ford
In case you haven’t noticed.

Fords aren’t the only fine cars at

Honolulu Ford anymore. The Ala
Moana dealership also happens to

be Hawaii’s exclusive dealer for

the famous Alfa Romeo line of

Italian-made sports cars. And for

1987, Honolulu Ford has in-

troduced the brand new Alfa

Romeo Milano, a luxury sports

sedan offering high performance

at a comfortably low price.

Automotive journalists are hail-

ing the 1987 Milano as the ulti-

mate high-performance sports

sedan, a four-door masterpiece of

European engineering and design

featuring an impressive array of

standard features. The Milano’s

154-horsepower, 2.5 liter V-6 en-

gine gives it a top speed of almost

130 miles per hour. And Milano’s

luxurious interior, says Motor
Trend magazine, is “one of the

nicest Euro interiors around.’’

Motorists can test drive the new
Milano at Honolulu Ford/Alfa

as well as the rest of the magnifi-

cent Alfas: the classic Spider

Veloce, the hardtop Quadrifoglio

convertible, the GTV-6 Coupe
hatchback, and the Graduate

convertible.

Of course, Honolulu Ford also

offers motorists Hawaii’s largest

selection of Ford Motor Com-
pany products, including luxu-

rious LTD’s and sporty Mus-
tangs, sturdy Bronco and Ranger

trucks, and the revolutionary,

aerodynamic Taurus.

But even here, the selection

doesn’t stop. Because Honolulu

Ford is also an authorized dealer

for the complete line of Isuzu

cars and trucks: The I-Mark front

wheel drive economy sedan, the

P’UP compact truck and the

Trooper II 6-door sport utility ve-

hicle, and the flagship Isuzu mod-
el, the turbo-charged Impulse.

The Cutter Team
With the wide selection of mod-

els, distinctive features and ac-

cessories, how does the new or

used car buyer make the decision

as to what car is right for him?

The Cutter Team feels if you
don’t know the cars, know the

dealer. They have over 36 years

of auto experience so they know
their customers and their custom-

er’s needs.

The Cutter Team began locally

with one dealership. Cutter Ford

in Aiea. Since then they’ve grown
to include Cutter Ford/Isuzu,

Rainbow Chevrolet, Cutter

Dodge, Courtesy Pontiac/AMC
Jeep Renault and Cutter AMC
Jeep Renault. This wasn’t growth

for growth sake alone. It allows

them to conveniently service the

many local communities through-

out Oahu. It also provides their

employees the ability to meet new
challenges.

Customer satisfaction is The
Cutter Team’s main concern.

With their wide selection and

huge inventory of domestic and

imported cars at each location,

they will assist you in the complex

task of buying a new or used

vehicle. Each location is full serv-

ice including financing, in-

surance, parts, service and com-

plete customer care before and

after the sale.

To quote owner Jerry Cutter,

“The Cutter group is a totally

people-oriented company. It en-

courages the hiring of honest,

hardworking and thoughtful peo-

ple who are willing to work to-

gether to attain a common goal,

that, of customer satisfaction.

We must always remember that

customers are not an interruption

of our work but the purpose of

it.’’

Stop by at one of The Cutter

Team locations and see the brand

new lineup of ’87s soon.

ADVERTISING SUPPLEMENT



HEARTBEAT OF AMERICA. TODAY'S CHEVROLET

SINCE WHEN DOES
YOURCOMPANYCAR
HAVE TO BE BORING?

Is your daily drive to work a dull routine? Put some fun into your commute with a new 1 987

Chevrolet. We have lots of exciting cars to choose from: action-packed S-1 0 Blazers, street-

smart IROC Camaros, and sensational Celebrity Eurosports. Just to name a few.

So, whether you're buying a car for business, or your business is buying one for you, see

your Hawaii Chevy Dealer. And we'll show you how easy it is to mix a little pleasure with your

business.

CHEVROLET DEALERS
Oahu
RAINBOW CHEVROLET. 1 341 Kapiolani Blvd

,
Honolulu. HI 9681 4, 528-1720

JN CHEVROLET-MAZDA, 2999 N Nimitz Hwy
.
Honolulu, HI 96819, 836-1222

SERVICE MOTORS-Wahiawa (Dvision of Servco Pacific Inc

)

1 05 S Kam Hwy
.
Wahiawa. HI 96786, 622-41 95

WAIPAHU AUTO-CHEVROLET (Division of Servco Pacific Inc

)

94-729 Farrington Hwy
,
Waipahu, HI 96797, 671 -2971

Maui

HALEAKALA MOTORS LTD, 260 Hana Hwy
,
Kahului, Maui, HI 96732, 877-2066

Hawaii

HILO MOTORS, 1 1 77 Kilauea Ave
,
Hilo, Hawaii, HI 96720, 961 -5222

WEST HAWAII MOTORS, Kailua Kona, HI 96745, 329-2987

Kauai

KUHIO MOTORS, 321 5 Kuhio Hwy
,
Lihue, Kauai, HI 96766, 245-6731



NEW1987
MAXIMA GXE
mESMARTSIDE
OFLUxuRy: NISSAN

Nissan proudly invites you to enter our
world of luxury.. .the elegant world of
Maxima. It begins with crisp, classic design,
re-styled for '87. Beautiful!

bucket seats, lumbar support, power win-
dows, air conditioning, 6-speaker AM-FM
stereo system with Dolby cassette and 7-band
equalizer and much more, are all standard .

In addition to Maxima's outer beauty
you'll discover power can be beautiful as well.

Under the hood waits a fuel-injected, 3-liter

V-e engine, the same engine that propels the
awesome 300 zx.

Inside Maxima, Nissan's advanced technol-
ogy continues to shine. The most wanted
luxury features like cruise-control, reclining

Maxima for '87; One luxury car that’s truly a
smart choice.

Extended-Service Plan available. \A/hen a
car is built this good you can back it this good,
up to 5 years/100,000 miles. Ask about Nissan's

Security-Plus, at participating Nissan /Datsun
dealers.

THEl\IAMEISNSSAN
Honolulu Nissan •Kaimuki Nissan«Airport Nissan •Windward Nissan»Nissan Waipahu ‘Nissan Pearl City«Nissan Wahaiwa»Kauai Nissan»Nissan of Maui* Big Island Ni



Cont;inuing
Medical
Education

CALENDAR OF ACCREDITED
EVENTS-CATEGORY 1

Accredited Programs of CME allow one unit of AMA credit for

each hour of instruction excluding all “breaks.” Some programs
also are accredited for AAFP prescribed credit.

LOCAL ACCREDITED PROGRAMS
ONGOING

For a complete list of ongoing programs, please refer to the

September 1985 issue of the HAWAII MEDICAL JOURNAL.
Further information is available through the individual institu-

tions or through the HMA’s CME Department.

SPECIAL EVENTS
All special events should be confirmed with the CME program
sponsors, as cancellations are not necessarily reported to the

Hawaii medical journal.

Nov. 2-8,

1986

Districts VII-IX Continuing Medical Education,

American College of Obstetrics and Gynecology,

600 Maryland Ave., SW, Suite 300E, Washing-

ton, D.C. 20024, Attn: Barbara Kallas, (202)

638-5577. Location: Hyatt Regency Maui.

Nov. 5, 1986 Neurology Update: Parkinsonism and Other

Movement Disorders, Julie Woo, Straub Foun-

dation, 888 S. King St., Honolulu 96813, (808)

523-2311. Location: Hyatt Regency, Honolulu.

Nov. 30-

Dec. 3,

1986

Kawasaki Syndrome Research Conference, co-

sponsored with the American Heart Association,

the Center for Disease Control, and the NHLBI
of the NIH. Location: Kauai Hilton and Beach

Villas.

Dec. 21-27,

1986

Allergy, Immunology and the Practicing Physi-

cian, Symposium Maui Inc., Joe Harrison, MD,
P.O. Box 10185, Lahaina 96761, (808) 661-8032.

Location: Royal Lahaina, Kaanapali, Maui.

Dec. 27,

1986 -

Jan. 3,

1987

Advances in Internal Medicine, University of

Washington School of Medicine, Continuing

Medical Education, Health Sciences Center

E-303, Seattle, Wash. 98195, (206) 543-1050.

Location: Sheraton Kauai.

Dec. 28-

1986

Jan. 3,

1987

Psychiatry and the Practicing Physician, Sym-
posium Maui Inc., Joe Harrison, MD, P.O. Box
10185, Lahaina, HI 96761, (808) 661-8032. Loca-

tion: Royal Lahaina Resort, Maui.

Jan. 7-14,

1987

A Conference On Love and Sexuality, and On
Women and Men as Loving Allies, Dr. Joyce

Jennings, president, HPI, P.O. Box 226, Clay-

mont, Del. 19703, (302) 475-0693. Location:

Turtle Bay Hilton, Oahu.

Jan. 18-24,

1987

ACOG CME, American College of Obstetricians

and Gynecologists, 600 Maryland Ave. S.W.,

Washington, D.C., 20024, (202) 638-5577, Dr.

Harrison C. Visscher. Location: Kauai.

Jan. 26-30,

1987

Fiftl? Annual Hawaii Conference on Gas-tro-

intestinal and Hepatic Disease, Honolulu Medi-
cal Group Research and Education Foundation,

Gary Glober, MD 1380 Lusitana St., Honolulu
96813. Location: Hyatt Regency Maui.

Feb. 1-7,

1987

Eighth Annual Royal Hawaiian Eye Meeting,

Hawaiian Eye Foundation, John Corboy, MD,
606 Kilani Ave., Wahiawa 96786-1993, (808)

621-8448. Location: Kona Surf, Big Island.

Feb. 17-21,

1987

Current Problems in Internal Medicine, William

L. Nietz, Division of Education, Mayo Clinic,

Rochester, Minn. 55905, (507) 284-2085. Loca-

tion: Maui Marriott.

March 8-13,

1987

Hawaii ’87: Critical Issues in Primary Care,

Pacific Institute of Continuing Medical Educa-

tion, Valerie Murray, P.O. Box 1059, Koloa,

Hawaii 96756, (808) 742-7476. Location:

Waiohai Hotel, Kauai.

March 23-27,

1987

OB/GYN Update 1987, co-sponsored with the

University of Washington, Department of Ob-
stetrics and Gynecology. Location: Sheraton
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Natural Killer Cell Function In Cancer Patients
Treated With Natural Leukocyte Interferon-alpha
Clara Ching, PhD*; Clifford Wong, PhD*; Maria Venie Cruz, MS*;
Dean Sato, BS*; G. Kaui Wong*; Ronald Herberman, MDft;
Nathaniel Ching, MD**t

Biological response modifiers (BRM) such as interferon (IFN) and interleukin-2 (IL-2)
offer new immunotherapeutic approaches to cancer by increasing the body’s own
natural immune system to kill tumor cells. A Phase II clinical trial with natural human
leucocyte IFN (IFN alpha, Warner-Lambert), 1 million units three times a week for
eight weeks, has been designed to produce sustained augmentation of natural effector
functions and anti-cancer effects.

In Hawaii, this protocol is available for selected cancer patients with recurrent
nasopharyngeal, breast, renal, head-neck carcinomas, non-Hodgkin’s lymphoma,
chronic myelogeneous leukemia, hairy cell leukemia, multiple myeloma and melanoma.
Natural killer cell (NK) function was monitored using the herpesvirus infected
fibroblast, NK(HSV-I) and the human erythro-myeloid leukemia cell line K562, NK
(KS62) in nine cancer patients (7 renal cell Ca, 2 breast Ca).

An initial response in NK(K562) activity was observed after one week of therapy.
However, the NK(K562) activity returned to baseline levels during the remainder eight-
week course. In two renal cell cancer patients, NK (HSV-1) activity showed a trend
toward increased activity during IFN treatment. Patients with nasopharngeal carcinoma
treated with higher doses of IFN alpha (9x 10E6 U/day for 30 days) showed decreased
NK activity and lymphoproliferative response to PHA.

The present study shows that this Phase II protocol did not result in the severe
depression in NK activity of the renal cell cancer patients as reported in other studies.

An optimal immunomodulatory dose
or schedule for biological response modi-
fiers (BRM) such as interferon (IFN) and
interleukin-2 (IL-2) has yet to be defined.
BRM can offer new immunotherapeutic
approaches to cancer by increasing host
anti-tumor responses through augmenta-
tion and/or restoration of natural effec-
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tor mechanisms, or by their direct anti-

proliferative effects on tumors.

Natural killer (NK) cells are now rec-

ognized as a major component of the

host immune defense system involved in

immunosurveillance against tumor de-

velopment and microbial infection.*- « In

most clinical IFN trials, high-repeated

IFN doses have resulted in a depression

of NK activity."- '2 " The major objective

of this study was to determine the im-

munomodulatory effects of a “low
dose” IFN protocol on natural effector

cells and whether the herpesvirus infected

fibroblast may be a more relevant target

to monitor NK activity.

Materials and Methods

I. Clinical Population: Warner-
Lambert natural leukocyte alpha-inter-

feron provided by the BRM Program,
NCI-FCRF, Frederick, MD, was admin-
istered IM three times a week, using a
dose of 1 million units, for a period of

eight weeks. Nine cancer patients with

advanced metastatic disease, two with

breast carcinoma and seven with renal

cell carcinoma, have thus far been
treated with this IFN protocol. All pa-

tients gave informed consent.

11. Immunologic Study: Multiple im-

munologic parameters, NK function,

mitogen-induced lymphoproliferation,
and lymphocyte subpopulations were
monitored according to the following

schedule: two baseline determinations

and 24 hours after the first two doses;

and again prior to IFN therapy on Mon-
day, and 24 hours following therapy, on
alternate weeks. Peripheral blood mon-
onuclear cells (PBM) from heparinized
venous bloods were separated by the

Ficoll-Hypaque (FH) density gradient

sedimentation method of Boyum.^ PBM
were washed and resuspended in RPMI
1640 medium containing 10 percent heat-

inactivated fetal bovine serum (RPMI-
FBS), 100 units of penicillin per ml, 1(X)

394 Hawaii Medical Journal—Vol. 45, No. 11—November 1986



WHAT SUCCESSFUL PROFESSIONALS

Today’s productive professionals have the freedom to go most

anywhere on Oahu and still stay in constant communication with their

offices, their patients, their clients, their customers, their suppliers.

With advanced mobile and portable cellular telephone service from

Honolulu Cellular Telephone Company.

Our superior cellular service gives busy business people the ability

to respond quickly to any situation. Saving them valuable time and money.

Making travel time billable time. Giving them the added benefit of

being “on call” to those who need their services.

Whether you’re expanding a business or nurturing a practice, you’ll

never be out of touch by phone.

Only Honolulu Cellular Telephone Company can provide crystal-clear

transmission quality through our superior network of cell sites all over the

island. And providing unsurpassed customer service from our local offices.

That’s why Honolulu Cellular Telephone Company is the best value for

cellular service.

Find out how our new cellular telephone service can help you

in your business or profession. Call us and we’ll give you the

complete cellular story. It has success written all over it.

Honolulu Cellular

TelephoneCompany
We’re changing the way Oahu talks.

1161 Kapiolani Boulevard, Honolulu, Hawaii 96814/545-4765

HCTC’s revolutionary Always
In Touch^” communication
package means you’ll never

miss a call. Always In Touch™
uses voice mail and paging to

answer your calls when you
can’t and to alert you when
important calls are waiting.

Phone us for details.

NOW AVAILABLE

''Always In TouchZ
Package.

HAVE IN COMMON.

ERICSSON $
Or visit any of our authorized agents:

EPOCH ELECTRONICS DIVERSIFIED COMMUNICATIONS TELEPHONE SERVICES HAWAII, INC. AUTO AUDIO
Honolulu 537-3036 Honolulu 395-3896 Honolulu 841-5819 Honolulu 526-0683



Easy To Tate

Oral

Suspension
250 mg/5 ml

500-mg Pulvules

Oral

Suspension
125 mg/5 ml250-mg Pulvules

Keflex"
cephalexin

Additional information

available to the profession

on request.

^I5TA
420113

Dista Products Company
Division of Eli Lilly and Company
Indianapolis, Indiana 46285
Mfd. by Eli Lilly Industries, Inc.

Carolina, Puerto Rico 00630



Figure 1

NK CYTOTOXICITY <HSU-1. 50:1)

NASOPHARYNGEAL CAi XFN(CANTELL)RX

g of streptomycin per ml, 2mM
glutamine, and 20mM HEPES.
NK activity to human foreskin

fibroblast (FS4) teu'gets, infected with

HSV-1, NK (HSV-1) and uninfected. NK
(FS), was determined in a 14-to-16 hour”
Cr release assay as described by Ching et

al.’’ To test for in vitro IFN augmenta-
tion, Leu-IFN-alpha (1000 Units/10E6

PBM) was added to PBM and incubated

for one hour at 37°C before assay. NK
activity to K562, a human erythro-

myeloid leukemia cell target, NK (K562),

was determined in a three-hour ”Cr re-

lease assay similar to the NK (HSV-1)

assay. For the analysis of NK data, the

exponential fit equation, where y = A[l-

exp(-kx)], was used.'*’ Procedures for

rigorous standcirdization of the NK as-

says for daily variations were included.
'3-‘5 Lymphoproliferative response to

phytohemagglutin (PHA) was de-

termined in Terasaki plants.'*' Lympho-
cyte subpopulations were analyzed by
flow cytometry (St. Francis Hospital, De-
partment of Pathology) using fluo-

rescein-labeled monoclonal antibodies

(Ortho Diagnostics, Raritan, NJ): OKT8
(suppressor/cytotoxic T cells); OKT4
(helper/inducer T cells); OKT3 (pan T
cells).

Data Management and Statistical

Analysis: Data was maintained in Lotus

123'* (Lotus Development Corp., Cam-
bridge, Mass.) files and statistical

analysis performed on an IBM-XT mi-

crocomputer utilizing the PC-Stat pro-

gram (Human Systems Dynamics, North-

ridge, Calif.) In serial studies of patients

receiving IFN therapy, NK data (Lytic

Units at 20 percent cytotoxicity) were

transformed to and expressed as percent

of change from the mean of the two
pretreatment analyses of NK activity in

order to compare changes between dif-

ferent patients. The differences between

unrelated samples were compared utiliz-

ing the non-parametric Mann-Whitney
test; related samples were analyzed utiliz-

ing the paired t-test.

Results

I. Nasopharyngeal carcinoma (NPC)
patients treated with Hu Leu-Alpha IFN
(Cantell) 9x 10E6 U daily for 30 days:

NK activity in NPC patients treated

with 9x 10E6 U IFN daily for 30 days

decreased significantly during continued

IFN administration (Figure I). In one

patient, therapy was interrupted because

of extreme weakness and lethargy. How-
ever, after a rest period of two weeks,

NK activity returned to normal levels.

n. NK Activity During IFN therapy

with natural human leucocyte

Figure 1; NK (HSV-1) activity, expressed as

percent NK activity, decreased in a
nasopharyngeal cancer patient receiving

nine million units of HeLeuIFN-alpha daily

for 30 days. IFN was discontinued because
of lethargy. During this rest period, NK ac-

tivity increased to baseline levels.

Figure 2: NK (HSV-1) activity in a renal

cancer patient receiving one million units of

HuLeuIFN-alpha three times weekly ex-

pressed as the natural logarithm of the

standardized lytic units ILN(LU)]. Horizontal

lines mark ± 1 S.D. of the mean LN(LU) of

the normal population. A progressive in-

crease in NK activity was observed.

Figure 2

NK ACTIUXTY(H8U-l)(2eXKILL)

IFN RX(imLLU.X3/WK)
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IFN—alpha (Warner-Lambert), 1 mUlion

units, three times a week for eight weeks:

NK activity was measured pre- and 24

hours post-IFN administration. All NK
(K562) activity measurements before IFN
injections averaged 130 percent ±66 of

baseline values [these measurements rep-

resent samples taken from zero to eight

weeks and may represent some deviation

from initial baseline averages]. Measure-

ments taken 24 hours after IFN injec-

tions averaged 154 percent ±88. NK
(K562) augmentation, however, was not

statistically significant utilizing the paired

t-test analysis.

Similarly, there was no boosting of NK
(HSV-1) levels, 108 percent ±90 (pre)

and 1 1 8 percent ± 90 (post IFN adminis-

tration). However, when the patients

were individually analyzed, two out of

seven renal carcinoma patients had sig-

nificant increases in NK (K562) activity,

24 hours after their IFN administrations.

(P<0.05, by Mann-Whitney analysis of

the first week’s results. NK (HSV-1) ac-

tivity increased from 94 percent ± 58 to

117 percent ± 92, with no significant

difference.

in. NK activity following in vitro treat-

ment with IFN:

The in vitro stimulation with IFN of

PBM from renal carcinoma patients re-

sulted in significant augmentation of NK
activity by paired t-test evaluation. NK
(K562) increased from 330 LU ± 343 to

503 LU ± 555; NK (HSV-1) increased

from 69 LU ± 52 to 123 LU ± 102,

both P <.001. This increased in vitro

augmentation could also be de-

monstrated in samples drawn 24 hours

after IFN administration. In contrast,

breast patients PBM showed no further

augmentation of NK (K562) activity (125

LU ± 134 vs 171 LU ± 112). Augmenta-
tion to NK (HSV-1) activity was observed

(24 ± 21 vs 39 ± 32).

IV. Trends in NK Activity in Selected

Cancer Patients:

Two breast carcinoma patients showed

significant depression of NK (HSV-1) ac-

tivity with therapy. Figure 2 shows the

NK (HSV-1) activity in a renal carcinoma

patient. This renal patient had high

pretreatment NK (K562) activity, but NK
(HSV-1) was quite low. NK (K562) re-

mained above normal levels while NK
(HSV-1) continued to show a trend

towards increased activity during IFN
therapy. The NK (HSV-1) activity in this

renal carcinoma patient was significantly

boosted initially followed by a decline.

However, with the start of his second

cycle, a gradual increase in NK function

during IFN therapy was seen. This pa-

tient has continued with IFN medication

and is currently on his fifth course of

treatment.

V. Lymphocyte Proliferative Assay

and Lymphocyte Subpopulation:

Lymphoproliferative response to PHA
in the renal cancer patient depicted in

Figure 2 was within the lower range of

normal values and was generally main-

tained at the baseline level throughout

therapy. The second patient (MA) also

had low normal values which showed a

slight increase with therapy and was
maintained within the normal range.

Lymphoproliferative response at the

pretreatment baseline level was low in

renal patients AT, MK (1631, 6415cpm);

RP had 14,025 cpm in the low normal
range (normal range 19,399 ± 5,944).

The OKT4/OKT8 ratio in nine cancer

patients was analyzed. Three renal and
one breast patient had ratios less than 0.7

(normal ranges were 0.7 to 2.8). These

three patients did not complete their

course of IFN therapy because of weak-

ness or progression of disease.

Discussion

In the present investigation, NK func-

tion was examined to determine the im-

munomodulatory effects of this natural

human leucocyte IFN protocol on the

natural immune system. The
hyporesponsiveness of NK function after

multiple high doses of IFN has been de-

monstrated in murine models’’ and in

IFN clinical trials.” The main objective

of this protocol was to minimize this

hyporeponsiveness by utilizing a lower

dose of IFN intermittently over longer

periods.

This study did demonstrate an initial

augmentation of NK (K562) activity dur-

ing the first week of IFN administration.

However, this augmentation was not

maintained and was followed after the

first week with a decrease either to

pretreatment levels or below. Similar re-

sults have been reported. '• «

In this preliminary report, the extent

of the decrease seen appeared related to

the type of cancer being treated. Breast

cancer patients had greater decreases in

NK activity to the leukemic cell, K562.

NK to the herpesvirus infected targets

showed no initial augmentation with de-

creased activity noted during therapy to

levels below our normal donors’ range.

This decrease was not as great as that

observed by Maluish et al.”

Our preliminary results suggest that

this IFN protocol at a dose of one mil-

lion units, three times a week, did not

result in as severe a degree of hypore-

sponsiveness in NK activity as re-

ported in some clinical trials using high

repeated IFN doses. In a renal patient

who completed four cycles of IFN thera-

py and showed stabilization of disease,

NK (K562) function was maintained at

the pretreatment baseline level while NK
(HSV-1) showed a gradual increase in

cytoxicity. In addition, lymphoprolifer-

ative response (LPA) to the polyclonal

mitogen PHA as measured by jH
thymidine incorporation was maintained

throughout IFN therapy at the same
pretreatment baseline level in this pa-

tient.

Future studies should be done with

protocols designed with different IFN
dosage levels above the one million unit

level. The appropriate higher dosage

levels may result in further enhancement

since in vitro pretreatment with IFN of

renal carcinoma patients’ lymphocytes

demonstrated further augmentation of

NK activity. The two breast cancer pa-

tients with a trend toward decreased NK
activity, showed no significant boosting

of NK (K562) activity after in vitro IFN
treatment. Increasing the dose of IFN
may have no effect on the immunological

response in these breast cancer patients

but may benefit the renal cancer patients

currently treated.

Definitive clinical correlations of ef-

ficacy cannot be made at this time since

these cancer patients had varying degrees

of advanced metastases with heavy tumor

burden. In two renal carcinoma patients,

disease stabilization in the size and

numbers of pulmonary metastases was

observed. Liver and bony metastases

progressed in both the renal and breast

carcinoma patients. This dosage level ap-

peared to be tolerated fairly well in the

patients unless there were liver

metastases. During IFN therapy signifi-

cant increases in SCOT and LDH levels

were observed in a patient with liver

metastases.

In summary, the present study suggests

an immunomodulatory effect on NK
function with this IFN administration

regimen. Trends seen in the levels of the

NK subpopulation to the herpes virally

infected fibroblast and its biological rele-

vance in cancer need to be analyzed in

additional patients and followed clinical-

ly over a longer period. This IFN

protocol was shown to maintain or aug-

ment NK activity dependent on the

targets used and would prove important

if IFN treatment were to prove useful in

adjuvant or combination therapy with

various chemotherapeutic agents.

In certain solid tumors which have not

(Continued on page 408)
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Early History of the Hawaii Academy
of General Practice

The American Academy of General

Practice was founded in 1947 by mem-
bers of the AMA who were in the Gener-

al Practice Section of that medical as-

sociation. These members were the gener-

al practitioners who wanted to be out

from under the AMA.
The only one of us here in Hawaii who

can claim senior charter membership in

the AAGP — 39 years ago — is Varian

Sloan, MD, but he was at that time a

Californian. He is now very much a Ha-
waii resident and a member of the Ha-
waii AAGP/AAFP since 1956. How-
ever, there were others from Hawaii who
joined national AAGP in 1947, who all

have since passed away. These were

Marie Faus, Martin Lichter, and Archie

Orenstein, the latter from Hilo. Sloan is

retired from practice at the present.

In 1948 Bill Walsh, a resident of the

islands, became a member; also Verne

Adams, then of Oregon but now a retired

physician on the Big Island, joined up.

These doctors all joined as individuals.

Walsh is retired on disability and is re-

cuperating from a severe surgical ex-

perience at the time of this writing.

In 1949 nine more generalists joined

the national organization directly on
their own, since no Hawaii chapter ex-

isted at the time. They were: Bergin,

Boyd, Devereux, Goodhue, Loo,
McArthur, Ozawa, Seymour, and Wallis.

(This is all according to what I have been

able to dredge up from very old files.)

Wilmot Boone, brother of Ed Boone,

joined in 1949; he now lives on the Big

Island, but at the time of his joining he

was in Oklahoma. Of these, all except

Goodhue of Kauai, and Wilmot Boone,

are deceased (I’m not certain about Loo).

In 1950, Bob Chung of Kailua, Oahu,
joined as an associate member; Brens-

inger and Cocks at Triplet became mem-
bers.

In the meantime, Alvin Majoska, in

1948, called a meeting of all general prac-

titioners in Hawaii to organize them into

an effective body to counter the growing
influx of specialists who wanted to as-

sume control of the hospitals. Some 80

physicians gathered together and or-

ganized themselves into the Hawaii Terri-

torial Academy of General Practice.

Although they were cognizant of the

AAGP on the Mainland, the local gener-

alists resisted joining mainly because they

saw no point in contributing a part of

their dues to the national organization in

exchange for meager favors from that

far-off place.

Nevertheless, through the organizing

zest and efforts of Maxwell Boyd at Tri-

plet, a small group of 10 physicians peti-

tioned AAGP for a charter as a consti-

tuent state chapter. These men were,

besides Boyd: Jiggs McArthur of Maui,
Sam Wallis and Bill Goodhue of Kauai,

Walter Ozawa, Bill Walsh, Martin
Lichter (Rowlin’s dad), John Devereux,

and Walter Seymour and Bill Bergin of

the Big Island. The charter was granted

and dated Sept. 14, 1950. Bill Walsh was
elected president.

Seven months later, on April 2, 1951,

another charter was issued by national

AAGP to the Hawaii Territorial

Academy of General Practice. Listed on
it are the names of the previous 10, plus

seven more: William Brensinger, Robert

Chung, George Cocks, Marie Faus,

Archie Orenstein, Walter Loo, and Les

Vasconcellos

(Interestingly and now ancient history,

with no intent to malign in retrospect.

Maxwell Boyd is listed as an MD in the

two charters, but he later was revealed as

a medical administrative officer at Tri-

plet with the collar insignia a caduceus

but with the letters MAC superimposed.

He had succeeded in passing himself off

as a physician rather easily! The un-

fortunate man drowned off Hana not

many years after that.)

In addition to the 17 names on the

charter, the original roster of members
numbered 87, but a later memorandum
deleted seven of them as not desiring to

join. Presumably, this is the official

charter that established the Hawaii
Chapter AAGP.

There’s more to the story. John Felix,

revered medical leader and a general

practitioner, went to the annual meeting

of the California chapter, AAGP, in

1950 at the Hotel Coronado in San Diego

to find out how a Hawaii chapter could

be formed. There he met up with Varian

Sloan, who was a member of the AAGP
Board of Directors at the time. Felix and

Sloan knew each other, both having at-

tended use School of Medicine, with

Felix one year behind Sloan.

Sloan later visited Hawaii in 1953 as a

member of the AAGP Commission on
Education and gave the keynote address

at a meeting of the already-organized

HawEiii chapter. He liked Hawaii so

much that he moved here with his wife,

Erna, and transferred his membership to

the Hawaii chapter in 1956.

Bill Walsh relates that since he was

elected president of the Honolulu County
Medical Society in 1950, he had to give

up being president of the initially char-

tered Hawaii Academy of General Prac-

tice, in favor of John Felix.

John Devereux in 1966, in response to

my request that he write up the history of

the Hawaii chapter, had this to say: “We
were issued our affiliation with the na-

tional society (sic) by Dr. Stanley

Truman at a meeting held at Lau Yee
Chai in 1951. Mr. McCahl (sic) (Mac
Cahal, JD, was the Executive Director

and General Counsel of AAGP) of the

national chapter (sic) was also present.

We later had the privilege of having Dr.

Fowler and Dr. DeTar, presidents of the

national chapter (sic), meet with us . .
.’’

Devereux died quiet a few years ago.

As stated above, Les Vasconcellos

joined AAGP in 1950. Why a second

charter was issued in 1951 with 17 names
on it, including the name Vasconcellos,

instead of the first charter in 1950 with

10 names, is difficult to determine; per-

haps a reader who was present at the

time and who remembers details, can fill

in this blank.

At any rate, Vasconcellos tells us now
that it was Maxwell Boyd, the behind-

the-scenes manipulator and king-maker,

who prevailed upon Vasconcellos to run

for president as a compromise candidate.

Vasconcellos won the election and served

for the first three years of the fledgling

chapter as president, based on the 1951

charter.

J.I. Frederick Reppun, MD
HAGP Member
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Arthur Leslie Vasconcellos, MD

By J.I. Frederick Reppun, MD

On the occasion of the annual meeting of the Hawaii chapter of the American

Academy of Family Physicians on Feb. 22. 1986, we honored one of our charter

members.

This is just one of them — for starters. The others won’t be left out; we’ll try our

best to get to them before too long — before they/we all ‘fade away” like the old

generalists are supposed to do!

On Oct. 10. 1986, Dr. Arthur Leslie Vasconcellos was presented with the HMA
Physician of the Year A ward for Outstanding Community Service.

Congratulations and mahalo to Dr. Vasconcellos for his many years of service not

only to the medical community but the general community as well.

A. Leslie Vasconcellos was born on

Dec. 14, 1915, in Kahului, Maui, de-

livered of his mother by the family doc-

tor, Augustine Crane, MD. Leslie’s

father, John Vasconcellos, was chief en-

gineer for KRR — the Kahului Railroad

— which was the essential means of

transportation in those days, of sugar

cane from the vast acreage of central

Maui to the mill of the Hawaiian Com-
mercial and Sugar Co. (HC&S) and the

freighters at the docks of Kahului deep-

water harbor.

John had the additional and more in-

teresting avocation of being the itinerant

“moving-picture man,” taking projector

and screen from one plantation village to

another and setting up in a tent for one-

night stands, much to the delight of the

children and their worker parents, charg-

ing a penny to a dime a head. The silent

movies of those days overcame all lan-

guage barriers because they were in pan-

tomine.

Leslie’s mother was a Joseph. She and
John had both come to the islands as

children, one from Madeira in Portugal

and the other from the Portuguese

Azores. They met on Maui, where they

grew up, got married and had nine chil-

dren, Les being the youngest. Of the

seven boys and two girls, only one of

each are surviving.

When Les was 4 years old, the whole

family moved to Santa Clara, Calif. He
attended Santa Clara University from

1934 to 1937 and then went on to

Creighton Medical School in Omaha,
graduating in 1941. When his older

brother Augustine went into coaching

rather than continuing in premed, Les

was persuaded by his father to step up

and go into medicine.

Young Dr. Vasconcellos’ application

to interne at Queen’s in Honolulu was

furthered by then-Hawaii Delegate to

Congress Manual G. Paschoal. However,

the interneship was interrupted after five

months by the attack on Pearl Harbor

and World War 11. On that fateful Dec.

7, Les made national front-page news

and was pictured in Life magazine as the

physician-on-duty in Queen’s emergency

room when casualties from the bombing
were brought in to be treated by him.

(Years later, the pictured patient accosted

Les and reminded him of their meeting;

both had been unnamed in the caption.)

Les met his wife, the former Madalin

Faltin, at St. Joseph’s Hospital in

Omaha, an affiliate of Creighton Medi-

cal School. She was the student nurse

who had attended him when he had bro-

ken his arm skiing. Both graduated from

their respective schools the same year.

Madalin came to Hawaii and, fresh from

nursing school, got the job of OB su-

pervisor at St. Francis Hospital here.

Having been commissioned as a 1st

lieutenant in the Army Medical Corps

upon graduation from Creighton, Les

was immediately called to active duty on

his birthday, seven days after Pearl Har-

bor, and assigned to the prisoners’ ward

at the old Tripler Army Hospital.

Prisoners, you ask? What prisoners,

on day seven of the war? Well, it turns

out these were civilian Italians and Ger-

mans who were rounded up promptly

and jailed; after all. Hitler and Mussolini

had been at war with the Allies since

1939! Historically, little mention has ever

been made of these ethnic groups, as

compared with the publicity attendant

upon the internment of the Japanese-

Americans.

Les and Madalin were married at St.

Theresa’s Church on School St. Jan. 6,

1942 — the same church where his fam-

ily, former patients, and grown kids he

had delivered of their mothers over the

years, surprised Les with a 70th birthday

celebration in December 1985.

Dr. Vasconcellos’ WWII career con-

sisted of service with an Ambulance Col-

lecting Company of the 27th Division for

most of the four years that followed. On
D-day plus 20 minutes, his unit landed

on Eniwetak in the Marshall Islands of-

fensive in 1943. From there on, it was

island-hopping all the way to the in-

vasion of Saipan, where he found himself

side-by-side with his brother Bill, who
was in the 4th Marines.

While on R&R in the New Hebrides

and about to embark with his unit for the

invasion of Okinawa, Les received orders

to be rotated back to the States, to Cor-
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The best doctors get sued.

We protect you.

We know how.

Let us tell you how we do it.

MIEC
Medical Insurance Exchange of California

Professional Liability Exelusively

6250 Claremont Avenue, Oakland, California 94618-1324

Call MlEC’s Honolulu Claims Office, 545-7231, or call toll-free 800-227-4527



r
IMPROVE YOUR MEDICAL BILLING

WITH

MIBS
MEDICAL INFORMATION and BILLING SYSTEM
MIBS is an advanced outpatient medical billing system. MIBS is a total in-house system
utilizing an IBM PC/AT or PC/XT. MIBS is designed for Hawaii’s Physicians including
extensive capability for HMSA insurance claim processing. This system offers the
following advantages;

Improve Cash Flow
System improves cash flow through daily billing

which reduces time between service and statement,
statement dunning messages based on account age,

and collection aids.

Track HMSA Claims
Track and automatically resubmit oustanding DSS
and HMSA participating claims, audit payments and
adjustments to insure accurate reimbursement,
submit HMSA and DSS claims electronically, and
analyze payment patterns.

Automate Medical Office

MIBS interfaces with popular word processing,

spread sheet, and data base packages allowing the

physician to automate office functions.

Provide Flexibility

MIBS was designed to provide the user with
extensive options so that the system can be
"customized" without additional programming.

Improve Productivity

Productivity is improved through daily billing

which evenly spreads the monthly workload, on-line

inquiry, efficient claim processing, and easy
error correction.

Provide Management Information

The user is provided with management reports such

as account aging analysis, production, patient

load, procedure utilization, credit balance
accounts, and diagnosis utilization.

Advanced medical billing + IBM PC Equipment (PC/XT^’^or PC/AT
+ extensive PPMS training + professional service + continuous support

For a DEMONSTRATION on how MIBS can improve your MEDICAL BILLING
Call Bill Liggett at 521-2397.

PPMS Pacific Professional Management Systems, Inc.

1 188 Bishop St. Suite 3010 Honolulu. Hawaii 96813 Ph. 521-2397



valis Naval Hospital in Oregon; this was
in April of 1945. The war ended shortly

thereafter. From there, it took only a

short time before he was transferred back

to Hawaii with Madalin and baby Nancy,

and mustered out. Madalin had returned

to Nebraska while Les was overseas.

Having completed his rotating in-

terneship while on active duty at Tripler

early in the war, Capt. MC (AUS) (re-

tired) Vasconcellos was accepted at St.

Francis Hospital as the only resident at

the then-50-bed hospital on Liliha St.

A year later, Les joined Louis Caspar,

MD, in his office on Queen Emma St. in

general practice of medicine, surgery,

and obstetrics. This association lasted for

seven years. There were several moves
thereafter as solo practitioner until Les

and Madalin built their own office build-

ing at 1488 South King St.

Dr. Vasconcellos retired from active

practice after he suffered a severe

myocardial infarction in 1975, after 34

years in the saddle. In the 11 years since

then, however, he has remained active in

other pursuits, principally in rebuilding

their beautiful home at the upper end of

Kalihi Valley that had been built by fa-

mous Honolulu artist Torrey in 1911,

which the Vasconcelloses had obtained in

1958, together with its separate gallery of

paintings. Three months into their oc-

cupancy, a fire destroyed two-thirds of

the house but spared the gallery. In the

rebuilding of it together, Les and
Madalin have become experts.

Les has maintained his interest in sail-

ing to which he was introduced early on
by Alvin Majoska, MD. He continues to

be a member of the Waikiki Yacht Club

and now sails a 29-foot Ranger. He was
commodore of the yacht club in 1965.

Les was a member of the original

board that stcU'ted Chaminade College.

He is a member of the Kalihi Neigh-

borhood Board No. 16 and he is third

vice president of the Kalihi-Palama

Council. He is also a member of the

Governing Fellows of Santa Clara Uni-

versity. He plays golf and is a member of

the Oahu Country Club. Les joined Ro-

tary International in 1961, was president

of the Waikiki Rotary in 1969 and dis-

trict governor (Hawaii) 1974-1975.

Professionally, Les joined HCMS in

1947 and has served on its Board of

Governors and as delegate to the HMA.
He was a member of the Honolulu

Surgical Society and the Honolulu Ob-
Gyn Society. He is a charter member of

the Hawaii Chapter of the American

Cancer Society and helped organize it

with Ted Rhea some 30 years ago. He
has served as chief-of-staff of St. Francis

Hospital.

National AAGP — American
Academy of General Practice — was

founded in 1947. The Hawaii chapter

was officially chartered April 2, 1951,

with Les Vasconcellos as president. Les

presided for three years running, from

1951 through 1953 and is still a member
of the Hawaii chapter, now AAFP.

Les was named “Medical Father of the

Year” in 1956 by the Honolulu Chamber
of Commerce.

Les and Madalin have five children in

the next generation and five-plus in the

generation after that. Their eldest is Nan-
cy (Hickok), followed by Leslie Jr., Jer-

ry, Bruce, and Donna (Heimrich). Nancy
is the only one who went into the medical

field as a speech therapist.

When asked, Les has no regrets about

having chosen his career; he has found it

very satisfying. He looks at the current

practice of medicine from the outside

and has observed it as a patient as well:

“It seems to be too defensive,” he says,

“and the young, well-trained doctors

starting out in practice don’t seem to

have the sense of mission that we had in

our day — a lot of them, that is to say.

They seem to be eight-hour-a-day types.”

To quote Bud Smyser writing in the

Dec. 10, 1985, issue of the Honolulu

Star-Bulletin: “Never once in his long

practice was he sued. Today there is al-

most no finer tribute to a physician, un-

less it is to have a lot of your ex-patients

turn out to surprise you on your 70th

birthday.”

Russell T. Stodd, MD, presents “Physi-

cian of the Year” A. Leslie Vascon-
cellos, MD, with the HMA award spon-

sored by the A.H. Robins Co.
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HENRY YOKOYAMA, MD

Remarks on
Tort Reform

(The following are notes scribbled

from a physicians’ breakfast session with

John Waihee as host at The Wisteria

restaurant on July 2.)

“There will be a special session in two

weeks. The administration will push a

bill on tort reform, but the effort will not

be on medical reform, but in the area of

a general tort reform. There are two

reasons for this: (1) the medical profes-

sion has already made an impact at the

last legislature; (2) there is need for a

general tort reform for the following rea-

sons: (a) the availability of insurance for

the medical profession; (b) businesses are

in a crisis situation for need of lower

insurance costs.”

OB Gyn man Donn Tokairin injected:

“How about the affordability of

malpractice insurance especially in high-

risk specialties?”

Replied Waihee: “The parameters are

defined by what is on the table. The three

areas are:

“1—Unanticipated amount of damag-
es, i.e. large judgments. Our statistics

show that there aren’t that many large

awards. The issue is the unpredictability

of the awards. Therefore, ‘Caps’ are

needed to reduce this unpredictability.

“2—Unanticipated cause of action.

This is a bigger problem than the first.

We must bring predictability to these two
areas, i.e. the unanticipated amount of

damages and the unanticipated causes of

damage.
“3—Cost of actually processing cases.

Our statistics show that 35 cents to 50

cents out of each dollar awarded, pay for

the cost of defense. Hence, we have to

reduce the cost of defense. Other areas

such as statute of limitations and frivo-

lous suits are not such vital issues.

“I did suggest to the tort coalition a

medical tort reform for humanitarian

reasons but all things being equal, this

was not a popular proposal. The medical

profession has made a much better effort

than the businesses. I feel that we can

achieve some reform in the medical area

in this session and in the general area at

the next session.”

Re: Patients’ compensation fund.
“There should be a mandate that ev-

eryone joins the fund.

“As a political person, when we begin

to talk about general tort reform, we
need to correlate the cost of insurance

with the cause of liability. Frankly, I

would like to see a comprehensive re-

form.”

Fred Reppun remarked, “How about

Ralph Nader’s remarks? He castigated

the insurance companies.”

Waihee: “I don’t think anyone is en-

tirely to blame and at the same time, no
one is not entirely without blame. Liabili-

ty insurance is the least predictable. We
should stabilize the predictability of the

situation. Insurance companies are not

entirely ‘lily white,’ but neither are they

entirely to blame.”

Re: Arbitration panel. “Where the

medical panel fits is a little bit tricky.

There is the danger of “free discovery”

in trying to determine liability. None of

these suggestions are panaceas. They are

band-aid proposals. It may take care of

one problem, i.e. the expense of pro-

cessing claims, but not the problem of

catastrophic awards.”

Don Char referred to quality of care

and mentioned that pharmaceutical com-
panies manufacturing vaccines are keep-

ing $2 out of every $3 to protect them-

selves against future law suits.

Waihee: “If quality of care is the aim,

we should get out of the litigation system

and get into a no-fault situation. Present-

ly, when a person drowns on a beach, the

hotel, the county, and the state all get

sued.”

Re: Insurance companies. “During

good times, insurance companies are in,

and in bad times they are out.”

Fred Reppun commented: “Out-of-

court settlements are the worst. One’s

reputation is at stake and justice is not

served, but insurance companies force us

to settle in order to save the cost of

defense.”

Waihee: “If you are interested in long-

term solutions, get out of the litigation

system, except for extreme cases.”

Conference Notes

From visiting UCLA prof Drew
Winston’s lectures regarding “Infections

in Immunosuppressed Patients,” June 6:

Re: HTLV-III (AIDS) Risk Evalua-

tion: “Not spread by casual contact.”

1

—

“No risk even with household con-

tacts, e.g. utensils, beds, toilets, showers,

even kissing.”

2

—

Health care workers: “No risk even

with needle pricks.”

From visiting professor Thomas Kot-

tke’s lecture on “Smoking Cessation

Techniques;” QMC-UH Friday morning

lecture, June 13:

Re: Life Expectancy: “Quitters have a

200 percent increase in life expectancy. It

doesn’t help to stop smoking after a

heart attack. But on the average, patients

who quit after one heart attack live twice

as long as those who don’t.”

Re: Diabetics. “Non-smokers have

half the occlusive arterial disease.”

Re: Lung Function: “Stopping will

slow the danger. Smokers have 60cc loss

per year while non-smokers have a 20 cc

loss per year. Smoking adversely affects

the course of most diseases.”

Re: Wrinkles in Women: “Greater in

smokers than non-smokers.”

Re: Osteoporosis: “Smoking lowers

the estrogen levels.”

Re: Lung Cancer in U.S.: “Smoking is

as dangerous for women as it is for men.

Today, more women die from lung

cancer than from breast cancer.”

Smoking cessation techniques include:

(1) confront patient about smoking; (2)

analyze smoking pattern; (3) obtain a

consultation; (4) set up a follow-up ap-

pointment; (5) reinforce positive actions;

(6) expect relapses; and (7) don’t give up.

(Ed: Only then commit hari kari.)

Oncology Conference

Surgeon Takakazu Fukumura reviewed

the case of his patient, a 50-year-old

Japanese woman who, when age 4, was

P/2 miles from ground Zero in

Hiroshima. She had developed a left

thyroid nodule that nuclear medicine

man Dick Warsnick had scanned and
found suspicious. The patient had a total

thyroidectomy and pathologist Larry

McCarthy described the nodule as

adenocarcinoma. Post-op she had
hypocalcemia for several days. When
moderator Glenn Kokame asked what

was planned, Dick was cautious: “We’ll

wait one to two weeks before ablating

with radioiodine so we won’t get blamed

for her hypocalcemia.”
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Do you have
patients who
are in

PAIN? . .

.

• always complaining?
• very emotionally
demanding?

• not motivated to go back to

work?
• questioning your
judgement?

• dependent on medication?
• visiting physicians and
healthcare providers

frequently?

• alienating family and
friends?

They should probably
be evaluated at the
PAIN CENTER.

REHAB

The PAIN CENTER is a specialized,

interdisciplinary inpatient and outpatient

program which objectively evaluates and
treats patients with chronic pain. For

information on how to refer your PAIN
patients to the PAIN CENTER, call:

531-3511
PAIN CENTER
Rehabilitation Hospital of the Pacific

226 N. Kuakini St.



Frank E. Ceccarelli, M D..

Urology

Thomas Y Ito, M D ,

Urology

James E, Oda, M D-,

Orthopedic Surgery

Susan H Chapman, M,D
,

Obstetrics/Gynecology

C, W. Lehman. M,D .

Allergy

George Shimomura, M D.,

Obstetrics/Gynecology

Bernard Fong. M.D
Cardiology

Richard Y Mitsunaga. M D .

Pediatrics

Paul I Sunahara, M D.,

Dermatology

Alvin Furuike, M.D..
Pulmonology

Jeffrey Nakamura, M D ,

Hematology/Oncology

Henry L, Yim, M.D
,

Pediatrics

What do these doctors
have in common?

• Efficiency in office management
• Control and action in accounts receivable

• Fast turnaround on paperless claims

When you see your colleagues, ask them about their

DataStat computer system. Then call us for an
appointment to see DataStat for yourself. 944-3554

The Prcfessicnal Office Management System by ISI, an HMSA Subsidiary



A 70-year-old woman had a “cold

nodule” detected five years ago. Offered

surgery, she elected to have a trial of

thyroid supression. She finally decided to

have a left thyroid lobectomy, but not a

total. Permanent sections showed
follicular carcinoma. Warsnick sug-

gested: “We can ablate with nuclear

med, but it would take too long.”

Radiotherapist Ed Quinlan declared:

“Radiation has no place in this case.”

Moderator Glenn Kokame was unhap-

py. “We’ve had two cases of malpractice

in Hawaii for delayed diagnosis,” Glenn

said. “And we lost.”

Pathologist Grant Stemmerman asked,

“What’s the role of TG thyroglobulin?”

Dick replied, “Diagnostically, it has
no role, but it is useful in follow-up.”

Elected, Appointed
and Honored

The Hawaii Society of Otolarngology

& Head & Neck Surgery elected Roland

Tam president, Raymond Foder secre-

tary, and Larry Zieske treasurer.

Fraud Until Proven
Otherwise

(A patient had sustained a laceration

of her left upper eyelid, contusion-ec-

chymotic areas of her left supraorbital

ridge, left maxilla, and right zygoma,
dizziness, headaches, nausea, etc., when
the insured drove his car against our
patient’s open car door as she was getting

out.)

We received the following letter from
the senior claims representative, Honolu-
lu Service Office, Transamerica In-

surance Group:

“We would like to verify that you
prescribed the following medication to

claimant.

Ananase #20

Dolene #24
“We also received your itemized bill

and would like to know whether all visits

were directly related to the above auto
accident and/or whether they may have
been related to her recent hospitalization.

(Ed: Patient was hospitalized for one day
a month after the case had been closed,

for a ruptured ovarian cyst.) In addition,

why was it necessary for xxxx to undergo
1 a urinalysis and why twice? How is this

test related to the above accident? (Ed:

Patient had 3-plus albuminuria which

subsided somewhat on repeat urinalysis).

“Once we receive your answer to this

letter and also the completed Attending

Physician’s Report, we will determine

what charges, if any, are coverable.

“Very truly yours.

(Ed: Over the years we have received

innumerable such insulting, hostile, over-

bearing letters from claims adjusters.

Our first reaction is to shout “Shove it!”

and tear up the letter, but then if we
don’t, we won’t get compensated and we
have dozens of unpaid claims. We are

convinced that claims adjusters must go
through some intensive course on how to

antagonize everyone. Of course, they

must first be born with a suspicious,

arrogant personality to even qualify for

the job ... or was it a learned trait?)

Miscellany

The naive young man thought he had
found his ideal woman, viz: An
aristocrat in the living room; an
economist in the kitchen and a harlot in

the bedroom. But to his dismay once

they were married, she turned out to be a

harlot in the living room, an aristocrat in

the kitchen and an economist in the

bedroom.

Talented

Alphonso Faustino enters Japanese

popular song contests and wins awards.

Yoshiki Ushiyama sings, plays the

shamisen, and has been the official

drummer for the Fukushima Bon Dance
festivals the past three years. Golfer Neil

Shibuya is a singing virtuoso after he has

had a few.

Living Will

We received the following “Declara-

tion of Medical Treatment” from our

patient, a fledgling, competent, woman
lawyer whom we hadn’t seen for several

years, and called her forthwith to make
certain she wasn’t planning anything

drastic. She laughed and reassured us

that she was fine and that she just want-

ed us to keep the document in her medi-

cal record. It read as follows:

“This Declaration is made this xxxx

day of xxxx, 1986. I, xxxx xxxx xxxx,

being of sound mind, willfully and vol-

untarily make known my desire that dy-

ing shall not be artificially prolonged un-

der the circumstances set forth below.

and do hereby declare:

“1. If at any time 1 should have an

incurable or irreversible condition
certified to be terminal by two physicians

who have personally examined me, one

of whom shall be my attending physi-

cian, and the physicians and one member
of my family have determined that I am
unable to make decisions concerning my
medical treatment, and that without

further administration of life-sustaining

treatment my death will occur in a rela-

tively short time, and where the appli-

cation of life-sustaining procedures
would serve only to prolong artificially

the dying process, I direct that such

procedures be withheld or withdrawn,

and that I be permitted to die naturally

with only the administration of medi-

cation, nourishment, or fluids or the per-

formance of any medical procedure

deemed necessary to provide me with

comfort or to alleviate pain.

“2. In the absence of my ability to give

directions regarding the use of such life-

sustaining procedures, it is my intention

that this Declaration shall be honored by
my family and physician(s) as the final

expressions of my legal right to refuse

medical or surgical treatment and accept

the consequences from such refusal. “I

understand the full import of this decla-

ration and I am emotionally and mental-

ly competent to make this Declaration.

s/

“STATEMENT OF WITNESS
“We are at least 18 years of age and

not related to the declarant by blood,

marriage, or adoption; and not the at-

tending physician, an employee of the

attending physician, or an employee of

the medical care facility in which the

declarant is a patient.

“The declarant is personally known to

us and we believe the declarant to be

sound of mind.

Witness:

Address:

Witness:

Address:

Subscribed, sworn to and acknowl-

edged before me to xxxx xxxx xxxx, the

declarant, and subscribed and sworn to

before me by xxxx xxxx and xxxx xxxx,

witnesses, this xxxx day of xxxx, 1986.

Notary Public, State of Hawaii”

(Ed: We were impressed with the thor-

oughness and completeness of the docu-

ment)
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KILLER CELL
(Continued from page 398)

responded as well to IFN therapy,

Herberman’ has proposed that patient’s

NK cells be activated in vitro to

prohferate with interleukin-2 and rein-

fused into patients. These activated killer

cells would then kill tumor cells. Rose-

nberg et al.'* has recently reported tumor

regression in 1 1 out of 25 patients receiv-

ing adoptive immunotherapy with

lymphokine activated killer (LAK) cells

in addition to treatment with r-Il-2.

Our Hawaii-BRM research laboratory

has initiated in vitro studies with r-Il-2 in

order to provide this adoptive im-

munotherapy to cancer patients in Ha-
waii. Our in vitro activation of patients

PBM with R-IL-2 has shown that NK
cells and other effector cells are activated

to kill more effectively NK-sensitive as

well as NK-resistant tumor targets (un-

published observations). Continued stud-

ies with IFN, IL-2 or other newly de-

veloped Biological Response Modifiers

should be continued in selected cancer

patients with limited tumor burden or

minimal disease where therapeutic ef-

ficacy is more likely as adjuvant or com-
bination therapy.'®

CLASSIFIED NOTICES
To place a Classified Notice, call AAargle at 521-0021.

S3.75 per line -I- 4% state tax. 4 line min., approx. 5

words per line. Payment must accompany order.

SERVICES

THE COMPUTER TUTOR
• PC Tutoring for professionals
• PC Customizing & Project Design
EXPERT, CONFIDENTIAL, PRACTICAL
Call Berk Fuller, M.Ed. at 948-BERK

EMPLOYMENT OPPORTUNITIES

FAMILY PHYSICIAN: Windward, must
have excellent "medical, minor surgical &
people skills." Small group, family prac-

tice & urgent care clinic, full time or

locum, CV & references to: Medical Direc-

tor, 45-934 Kam Hwy., Kaneohe, HI 96744.

Western States OPENINGS — Several
multi-specialty groups and hospitals
have asked us to recruit for over 200

positions of various specialties. Western
States Physician Services, 240 W. Shaw,
Suite C, Clovis, CA 93612, (209) 297-7748.

Internist Board Certified
For clinic, Lihue Kauai. Contact Robert
S. Weiner MD 245-8874 or 332-8523.
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Participating institutions included: Maui Memorial

Hospital, The Queen’s Medical Center, St. Francis

Hospital, and The Straub Clinic and Hospital.

Over ^he
Edi^or’e
Oesk

CHAMPUS WILL NOT PAY FOR
PRESCRIPTIONS WRITTEN BY
PHARMACISTS—A new Florida law,

which was effective May 1, 1986, allows

pharmacists in that state to write

prescriptions in limited instances.

CHAMPUS officials want health care

providers to know that CHAMPUS will

not share the cost of prescription drugs

prescribed by pharmacists.

Prescription drugs are covered by

CHAMPUS as they have been in the

past. And as in the past, the prescriptions

must be written by a physician.

NEW CANCER CENTER FUNDED
FROM FLORIDA’S CIGARETTE
TAX. Science and Industry, Vol. 10, No.
6—A $54 million cancer and research

center has been constructed in Florida,

using funding from the state’s cigarette

tax. The center combines medical ex-

pertise and technology to combat the

state’s high incidence of cancer statistics.

Florida leads the nation in cancer in-

cidence and mortality, with almost

50,000 cases a year and 25,000 annual

deaths from the disease.

(Continued on page 411)
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High Performance
from Pacific Basin
Investments 93^^o/o
NOMURA PACIFIC BASIN FUND

• 93.6% return for shareholders since the fund’s

inception.
*

• Experienced professional management by

Nomura Capital Management, Inc., an affiliate

of The Nomura Securities Co., Ltd., the

world’s largest securities firm.

• The Fund’s objective is long-term capital

appreciation of investments in the emerging

economies of Pacific Basin countries.

* Total return (July 8, 1985 to July 31, 1986)

based on change in share price, reinvestment of

dividends and capital gains distributions. Favorable

currency exchange rates during this period con-

tributed significantly to the total return. Past

performance is no guarantee of future results.

For more information about the Fund, includ-

ing charges and expenses, call the number
below or mail the coupon for a free prospectus.

Read the prospectus carefully before investing

or sending money. Copies of the prospectus

may be obtained in any State from securities

dealers who may legally offer these Securities

in compliance with the securities laws of such

State.

• No sales charge.

• No redemption charge.

• $20,000 minimum investment.

ONOMURA
(808) 538-3837
Persons-in-charge

;

Call Sharon Kaya or Russell Oki

Nomura Securities International, Inc.
Honolulu Office: ( 808 )

538-3837

Persons in Charge: Sharon Kaya & Russell Oki

1001 Bishop Street, Pacific Tower, Suite 2760 , Honolulu, HI 96813

Please send a prospectus detailing the Nomura Pacific Fund, Inc.

Name

Address

City State Zip

Business phone ( )
Home phone ( )

Gspies of the prospectus may be obtained in any State from securities dealers who may legally offer these Securities in compliance with the securities laws of such State.

Member SIPC HMJ



It takes more than this

to succeed in business.
As a part of the nation’s largest

multi-state banking system, we
know that it takes a lot more than

luck to succeed in business.

One of the things you need

is a bank. And just as impor-

tantly, a banker. A banker that

approaches business opportunities

as well as problems, with strong

analytical skills and sound

judgement. One with a broad

understanding of business and
finance.

First Interstate is committed to

relationship banking. We believe in

building co-operative, long term

relationships geared toward mutual

growth. Through these relation-

ships, we gain a shared confidence

and a common frame of reference

that enables us to respond more
quickly to your needs.

Your Corporate Banker at First

Interstate becomes your primary

contact and acts as a conduit

between your company and the

resources available only from a

bank that’s a part of the ninth

largest banking organization in

the United States. With the support

of total network assets of over

$49-billion, only First Interstate

brings you the strength and the

commitment to provide you with

innovative financing techniques,

advanced cash management
products, specialized industry

expertise, and excellent customer

service.

For more information about

the First Interstate Bank story call

525-6820.

First
Interstate
Bank

Member FDIC



EDITOR’S DESK
(Continued from page 408)

O’LEARY REVEALS JOINT COM-
MISSION STRATEGY FOR QUALITY
IN HEALTH CARE. Joint Commission

on Accreditation of Hospitals, Chicago,

Sept. 1—Dr. Dennis O’Leary, the new
president of the Joint Commission, has

unveiled a major campaign to evaluate

the quality of health care services.

O’Leary’s plans call for the inclusion of

clinical outcome measurements in the

processes used by the Joint Commission
to survey and accredit health care or-

ganizations.

The Joint Commission will begin using

measurements of clinical outcomes as in-

dicators of quality in the accreditation

process in 1987.

“America’s health care leaders are in-

creasingly talking about quality,”

O’Leary said. “But many still suggest

that it defies attempts to define it and
measure it. We are convinced it can be

defined and can be effectively measured.

It’s time to stop talking and start mov-
ing.’’

FEVERSCAN PRODUCTS are de-

signed to provide health care profession-

als with a reliable means to constantly

monitor patients’ temperatures in a varie-

ty of settings from emergency situations

to surgery to routine hospital room care.

They are disposable and adhere to the

forehead for constant monitoring of

temperature changes or when sterilization

' problems exist. They are also reusable

and are easy to read while being held

i onto the forehead. Ideal for hospital
' room use and can be given to patient for

home use.

All FeverScan thermometers report ac-

curate readings within 15 seconds, are

unbreakable, nontoxic, and cost-efficient

in terms of both time and money. Since

FeverScan is noninvasive, there is no ster-

ilization required. FeverScan is useful

when the need to monitor temperature

trends is more important than tenths-of-
' a-degree precision. Distributed by Ameri-

can Hospital Supply Co. For more infor-

mation, and free samples contact Ameri-

can Thermometer Co. at 1 -800-762-

SCAN.

EYE SPECIALISTS FIGHT
GLAUCOMA AMONG OLDER HA-
WAII RESIDENTS. From the American

Academy of Ophthalmologly News of

Eye Care—At least six elderly Hawaii

residents might have gone blind from

I
undetected glaucoma if they had not

i called 1 -800-222-EYES, the number to a

public service that offers medical eye care

;

to the disadvantaged elderly at no out-of-

pocket cost.

1

Did

you
know?
Saint Francis Hospital

is one of the top three

hospitals in Hawaii . .

.

and the fastest growing.

Leaders in quality

health care.

Serving people of all

faiths, beliefs, or

ethnic backgrounds.

t

Saint Francis
Hospital

Discover the Difference

TENNIS
COURTS

Hawaii’s #7

Tennis Court Builder,

Finisher & Supplier

Over 1,000 Quaiity

Installations

AH Isiands —
Since 1976
License iiiBC-08322

SpECIAlTy
SuRFACINq
CoMpANy
HAWAII. INC
—FtlBE BSTimATCS—

847-0882

ii

BLOW
SMOKMG
OUTOF
VOUR
UFE

AAAERKAN
yCANCER
fSOOETY'

Great American
Smokeout
Nov.20
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More Doctors,
Fewer Patients.

The Facts
In 1986, there are more than three thousand physicians

licensed to practice in the state of Hawaii. And MDs
are increasing at a rate more than double the growth rate

of the general population.

The Competitive Challenge
What does this mean to you? You’ve invested in the

education, the office and a highly trained staff. But your

practice doesn’t exist in a vacuum— you must have a plan

to cultivate your patients and outflank your competition.

To succeed in today’s competitive environment you need all

your professional skills plus the savvy of an entrepreneur.

Choosing a Resource
In a tough marketplace, where a good marketing resource

can be invaluable, Robert Talent & Associates is equipped

to help you build your practice.

Our firm brings you a fresh marketing perspective.

Our tactics are designed to maintain and expand your

patient base. Our people supply creative expertise to

implement your marketing plan tastefully and powerfully.

Our tools include market research, corporate identity and

positioning, public/community relations, copywriting and

graphic design, newsletter publication, media planning and

buying, and television and radio production.

Let’s Meet
Spend an hour of your time to talk with us about your

practice. We’ll listen and tell you how we think we can help

you. No obligation, of course.

Robert Talent Associates
The Practice Builders

846 S. Hotel Street, Suite 205, Honolulu, HI 96813 (808) 533-7117

OBSTETRICAL OPPORTUNITIES
Opportunities for obstetrical physician for a 75-becl JCAH
accredited acute and long term care hospital located in

Kealakekua, Kona.

Department of Health

Kona Hospital

P.O. Box 69
Kealakekua, Hawaii, 96750

Contact Administrative Office 322-931 ?, Monday to Friday

The National Eye Care Project, which

operates nationwide through a toU-free

helpline, opened in Hawaii June 23. It

has received more than 217 calls from
seniors in Hawaii who may be suffering

from glaucoma and other sight-threaten-

ing eye diseases. More than 139 of these

callers have made appointments with vol-

unteer physicians and have received treat-

ment, including the six who were found

to have glaucoma. The project is spon-

sored locally by the Hawaii Ophthal-

mological Society and Foundation of the

American Academy of Othphalmology.

CLASS OF 1986 BRINGS TOTAL
MDs TO 761 SINCE 1975. “Pacific MD,”
John A. Burns School of Medicine, Uni-

versity of Hawaii, June 1986.—Fifty-six

men and women received their MD
degrees from the university in May under

an admonition from Dean Terrence A.

Rogers to, above all, enjoy their work
without regard to coming changes in the

organization of medicine. The 1986 grad-

uating class brought the total of physi-

cians graduated from the four-year

school to 761. Counting the 131 gradu-

ates from the then two-year program

from 1967 through 1973, the medical

school has since produced 892 physi-

cians. Ordinarily, about 40 percent of

each class stays in Hawaii for specialty

training while 60 percent goes to the

Mainland. But this year, it’s the op-

posite, with 60 percent remaining in Ha-
waii. Of the 56 graduates, 33 — or 59

percent — are signed up for Hawaii pro-

grams. The breakdown of specialties is

about as usual: family practice, three;

internal medicine, 21; primary care,

three; ob/gyn, five; pediatrics, six; psy-

chiatry, two; surgery, three; preliminary

surgery, seven; and transitional, three.

ZILACTIN RELIEVES HERPES
SUFFERING. A new topical medication,

Zilactin, has been patented and in-

troduced to the pharmaceutical market.

Zilactin is a highly effective, nonprescrip-

tion symptomatic treatment for Herpes

Simplex Virus I (HSV I — fever blister,

cold sore infections) and canker sores.

The active ingredient in Zilactin is tannic

acid. Although tannic acid has been used

before to relieve herpes symptoms, it is

the exact combination of tannic acid and

the vehicle that contains salicylic acid,

boric acid, propylene glycol, meth-

ylcellulose, deionized water, and alcohol

that makes the medication so effective.

Zilactin is manufactured by Zila Pharma-

ceuticals, 777 E. Thomas Rd., Phoenix,

Ariz.
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Looking for a wise deduction?
Its the new “Personal Creditcorp Line—

a credit line based on the equity in your real

estate.

The interest rate is just 3% over the

prime rate, floating, and your monthly pay-

ment is based on an interest-only computa-

tion. Given the current prime rate of 7.5%,

a fully drawn Creditcorp line of $10,000

would require a payment of only $87.50

per month (effective APR of 10.5%).

Under the new tax laws, a Personal

Creditcorp Line could be a wise deduc-

tion for those who want to pay off auto

loans, credit card charges, and other

higher interest rate borrowings.

A Creditcorp Line is also a very

convenient financial backer for future

purchases and investment. Your line

may be utilized at any of our 12

statewide branches.

The maximum dollar limit for your

Personal Creditcorp Line is $100,000.

If you require a larger line, ask about

the new Investor Creditcorp

Line with a $1 million maximum.
As always, First Hawaiian

Creditcorp will save you time and

money with its speedy loan approvals

and quick, efficient processing. Well

even waive the real estate appraisal

for qualified buyers.

So call First

Creditcorp now at

525-7100 or, any

of our branch

locations.

First Hawaiian Creditcorp, Inc. ^We say yes to you, too. Member fdic

(A financial services company of First Hawaiian Inc.)



Tax-free plus! Call today!
INFLUENZA

(Continued from page 388)

REFERENCES

HAWAIIAN
TAX-FREE TRUST

A mutual fund for Hawaii residents investing in tax-exempt

municipal obligations providing income tax-free from State of

Hawaii and Federal income taxes.*

PLUS
• Strong Stability of Capital** - through continuous portfolio

supervision with diversification, varying maturities, and select

quality

• Low Initial Investment - $1,000; no minimum for additional

investments

• Income Compounding - through automatic dividend

reinvestment

• Daily Liquidity - at the then current net asset value, by

telephone or mail; no penalties or redemption fees

• Frequent Statements and Reports - with every investment,

withdrawal and dividend reinvestment, plus annual audit

FOR INFORMATION

Contact Your Local Investment Broker
OR CALL

1
-800-228-4227

TOLL-FREE FROM HAWAII 7 DAYS A WEEK, 24 HOURS A DAY
Aquila Distributors, Inc., 200 Park Avenue, New York, NY 10017

You will be sent free descriptive material and a prospectus containing more complete information

including management fees and expenses. Read carefully before you invest or send money.

INVESTMENT ADVISOR

HawaiianTrust Company,Ltd.
A Tfusi and invesimeni Company ol

ill Bancorp Hawaii

‘Under celain circumstances, some income may be subject to State and Federal Tax

"Share net asset value is not fixed and varies with interest rate fluctuations.

1 . Patriarca PA, Weber JA, Parker RA, et al: Risk

factors for outbreaks of influenza in nursing

homes: A case-control study. Am J Epidemiol

124:114-9, 1986.

2. Gamer JS, Simmons BP: Guideline for isolation

precautions in hospitals. Atlanta: Centers for Dis-

ease Control, 1983.

3. Williams WH: Guideline for infection control in

hospital personnel. Atlanta: Centers for Disease

Control, 1983.

4. Centers for Disetise Control. Prevention and con-

trol of influenza. Morbidity Mortality Weekly

Rep 35:317-31, 1986.

NOTE ADDED IN PROOF

On 15 August 1986 the Centers for Disease Con-

trol reported cross-hemagglutination inhibition data

on newly isolated HINI strains that show marked

antigenic differences from HlNl strains prevalent

from 1978-1985 (Morbidity Mortality Weekly Rep,

1986; 35:510-2). These data raise the possibility that

new HlNl strains may gain a foothold in the U.S. as

early as this year, there being no assurance that

current vaccines will prevent infection. Accordingly,

a monovalent vaccine against the new HlNl virus

(A/Taiwan/ 1/86) is being rushed into production

for distribution by late 1986. The preliminary recom-

mendations of ACIP are unchanged from those previ-

ously issued (vide supra) with the following single

exception: persons under 35 years old for whom
influenza vaccination has been specifically recom-

mended (i.e., persons ‘at risk’), should receive both

the trivalent and the monovalent vaccine. If given at

the same time, separate injection sites should be

selected.

In a recent development, the first U.S. isolates of

the new HlNl vims were reported by the Hawaii

Department of Health in October, 1986. Because of

the many uncertainties, after careful consideration

the Hawaii Department of Health has elected to go

beyond the recommendations of ACIP, specifying

that at-risk persons of all ages receive both the

sttmdard (trivalent) and the new (monovalent HlNl)
vaccines, prioritizing risk groups by age. Those at-

risk persons under 35, who as a group have a lower

HlNl seroprevalence rate, are placed in the highest

priority group, while at-risk persons over 35 are

placed in a lower priority group. It should be

emphasized, however, that the current trivalent vac-

cine is and will be the mainstay of influenza preven-

tion in the 1986 season. In no case should vacci-

nation be delayed in anticipation of the availability

of the monovalent vaccine, or further information

about influenza circulation in Hawaii.

If you do
business in

Hawaii . .

.

and find it valuable to know
who’s suing who or who’s get-

ting hit with tax liens, going

bankrupt, getting incorporated,

selling property, being dis-

solved, or getting promoted

. . . we have
news for you

BUSIN^ESS

For information call 521-0021.
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With cellular mobile service

from Hawaiian Tel, your office is wherever you want it.

Cellular service from Hawaiian Tel can keep

you in constant contact with your business. And
vice versa. So when you sign up with us, your

office is wherever you are.

Besides the obvious business advantages, cel-

lular service from Hawaiian Tel is backed by 103

years of local knowledge, and the nationwide

cellular experience of GTE Mobilnet.

We’ve also developed a mobile communi-

cations package to complement the cellular

service. A package that fully utilizes our

resources and expertise.

For more information on cellular mobile

service from Hawaiian Tel, call 732-9500.

From wherever you are.

HAWAIIAN TEL

Beyond the call

Authorized agent of ini=i Mobilnet Cellular Communications

Also available at:

ARA OF HAWAII
501 South Street

Honolulu, Hawaii 96813
Ph. 524-4131

OCEANTRONICS PHONE MART
439 N. Nimitz Highway Downtown. 1177 Bishop Street
Honolulu. Hawaii 96817 Ward Warehouse
Ph 545-4650 Pearlridge Center— Phase II

SPECIALTY EQUIPMENT. LTD,
1314 S King Street, Suite 1057
Honolulu, Hawaii 96814
Ph. 545-7226

GO-OMNI DISTRIBUTORS
Honolulu, Hawaii
Ph. 949-2422

RADIO SHACK
All Oahu Locations
Ph, 947-9133
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Now that you understand how our
PayAnyDay"auto loans work,

why not ask your dealer for one. /

Pick a day, any day. '

That’s what a First Hawaiian PayAnyDay auto loan lets you do. Every month. So the date

you make your payment is left entirely up to you.

No other financial institution offers these PayAnyDay features. So if you’re in the market

for a car, there’s no need to dart from place to place looking for the right loan.

Just insist that your dealer provide First Hawaiian financing.

The rates are very competitive. There’s never a prepayment penalty. And a PayAnyDay

loan gives you the freedom to control your monthly budget.

Check and see for yourself Compared to PayAnyDay, other auto loans miss the mark.

FIRST HAWAIIAN BANK
We say yes to you. Member FDIC
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Artist's interpretation of Bag^^im (trimethoprim
and sulfamethoxazole/RochieKactively pene-
trating the infection sites, in this case the
lungs and urinary tract.

Copyright © 1986 by Hoffmann-La Roche Inc. All rights resei



overpower
the power of penetration into infected tissues and fluids
The strong penetrating power of Bactrim into tissues and fluids is a real

benefit in the treatment of acute exacerbations of chronic bronchitis, recur-

rent urinary tract infections and acute otitis media when caused by suscepti-

ble strains of pathogens.

the power of concentration through high levels

at the site of infection. .

.

In infections like these, Bactrim concentrates its full antibacterial powers at

the site of infection, such as the bronchioles or urinary tract.

and effective levels at the source of reinfection
Bactrim also penetrates into nearby tissues and fluids, often inhibiting the
growth of bacterial colonies that might serve as the foci of future infections.’-^

the power of spectrum through broad-range activity
Bactrim has proven effective in vitro against a broad range of pathogens,
including E coli, Klebsiella pneumoniae. Enterobacter an6 Proteus (as in

recurrent urinary tract infections); S. pneumoniae and H. influenzae (as in

acute exacerbations of chronic bronchitis and acute otitis media). After years
of use, little change in bacterial resistance has been seen. ^ And Bactrim has
even been reported effective against various ampicillin-resistant strains in

vitro."* However, in vitro data do not necessarily correlate with clinical results.

B.I.D. convenience and economy
Some additional benefits: The convenience of b.i.d. dosage and economy are
designed to encourage patient compliance.
Adequate fluid intake should be maintained during therapy. Bactrim is

contraindicated in infants less than two months, in pregnancy at term, during
lactation and in patients with documented megaloblastic anemia due to

folate deficiency.

Specify Bactrim DS
To be certain your patients get the brand and results you want for them,
specify Bactrim DS and “No Generic Substitution,” following your state

regulations.

References: 1. Rubin RH, Swartz MN: N EnglJ Med 303A26-^57, Aug 21 , 1980. 2. Stamey TA, Condy M.J Infect Dis 131:26) -266,
Mar 1975. 3. BAC-tWA Medical Information Systems, Inc., Volume II, 1985. A. Data on file, Hoffmann-La Roche Inc., Nutley, NJ.

Specify Do Not Substitute.

Bactrim DS
(160 mg trimethoprim and

800 mg sulfamethoxazole/Roche)

It keeps its powers. Please see summary of product information on following page.



BACTRIM “ (brand ot Irimethoprim and sulfamethoxazole/Roche)

Before prescribing, please consult complete product information, a summary of which follows:

CONTRAINDICATIONS: Hypersensitivity to trimethoprim or sulfonamides: documented megaloblas-

tic anemia due to folate deficiency; pregnancy at term and during the nursing period: infants less than

two months ot age

WARNINGS: FATALITIES ASSOCIATED WITH THE ADMINISTRATION OF SULFONAMIDES.
ALTHOUGH RARE. HAVE OCCURRED DUE TO SEVERE REACTIONS. INCLUDING STEVENS-JOHN
SON SYNDROME. TOXIC EPIDERMAL NECROLYSIS. FULMINANT HEPATIC NECROSIS. AGRANU-
LOCYTOSIS, APLASTIC ANEMIA AND OTHER BLOOD DYSCRASIAS
BACTRIM SHOULD BE DISCONTINUED AT THE FIRST APPEARANCE OF SKIN RASH OR ANY SIGN
OF ADVERSE REACTION. Clinical signs, such as rash, sore throat, fever, pallor, purpura or laundice,

may be early indications of serious reactions In rare instances a skin rash may be followed by more

severe reactions, such as Stevens-Johnson syndrome, toxic epidermal necrolysis, hepatic necrosis

or serious blood disorder Perform complete blood counts frequently

BACTRIM SHOULD NOT BE USED IN THE TREATMENT OF STREPTOCOCCAL PHARYNGITIS Clinical

studies show that patients with group A li-hemolytic streptococcal tonsillopharyngitis have a greater

incidence of bacteriologic failure when treated with Bactrim than with penicillin

PRECAUTIONS: General Give with caution to patients with impaired renal or hepatic function, possi-

ble toiate deficiency (e g ,
elderly, chronic alcoholics, patients on anticonvulsants, with malabsorp-

tion syndrome, or m malnutrition states) and severe allergies or bronchial asthma In

glucose-6-phosphate dehydrogenase deficient individuals, hemolysis may occur, frequently dose-

related

Use in the Elderly May be increased risk of severe adverse reactions in elderly, particularly with

complicating conditions, e g .
impaired kidney and/or liver function, concomitant use of other

drugs Severe skin reactions, generalized bone marrow suppression (see WARNINGS and ADVERSE
REACTIONS) or a specific decrease in platelets (with or without purpura) are most frequently

reported severe adverse reactions in elderly In those concurrently receiving certain diuretics, pri-

marily thiazides. Increased incidence ot thrombocytopenia with purpura reported Make appropriate

dosage adjustments tor patients with impaired kidney function (see DOSAGE AND ADMINISTRA-
TION)

Use in the Treatment ol Pneumocystis Carinii Pneumonitis in Patients with Acquired Immunodeh-
ciency Syndrome (AIDS) Because of unique immune dysfunction, AIDS patients may not tolerate or

respond to Bactrim in same manner as non-AIDS patients Incidence ot side effects, particularly rash,

fever leukopenia, with Bactrim in AIDS patients treated tor Pneumocystis carinii pneumonitis

reported to be greatly increased compared with incidence normally associated with Bactrim in non-

AIDS patients

Inlormalion lor Patients Instruct patients to maintain adequate fluid intake to prevent crystalluria and

stone formation

Laboratory Tests Perform complete blood couhts frequently, it a significant reduction in the count of

any formed blood element is noted, discontinue Bactrim Perform urinalyses with careful micro-

scopic examination and renal function tests during therapy, particularly tor patients with impaired

renal function

Drug Interactions In elderly patients concurrently receiving certain diuretics, primarily thiazides, an

increased incidence ot thrombocytopenia with purpura has been reported Bactrim may prolong the

prothrombih time in patients who are receiving the anticoagulant warfarin Keep this in mind when
Bactrim is given to patients already on anticoagulant therapy and reassess coagulation time Bactrim

may inhibit the hepatic metabolism ot phenytoin Given at a common clinical dosage, it increased the

phenytoih half-life by 39% and decreased the phenytoin metabolic clearance rate by 27% When
giving these drugs cohcurrently, be alert tor possible excessive phenytoin effect Sulfonamides can

displace methotrexate from plasma protein binding sites, thus increasing tree methotrexate concen-

trations

DrugiLaboratory Test Interactions Bactrim, specifically the trimethoprim component, can interfere

with a serum methotrexate assay as determihed by the competitive binding protein technique (CBPA)

when a bacterial dihydrofolate reductase is used as the binding protein No interference occurs if

methotrexate is measured by a radioimmunoassay (RIA) The presence of trimethoprim and sulfa-

methoxazole may also interfere with the Jaffe alkaline picrate reaction assay tor creatinine, resulting

in overestimations of about t0% in the range of normal values

Carcinogenesis. Mutagenesis, Impairment ol Fertility Carcinogenesis Long-term studies In animals

to evaluate carcinogenic potential not conducted with Bactrim Mutagenesis Bacterial mutagenic

studies not performed with sulfamethoxazole and trimethoprim in combination Trimethoprim dem-
onstrated to be nonmutagenic in the Ames assay No chromosomal damage observed in human leu-

kocytes in vitro with sulfamethoxazole and trimethoprim alone or in combination, concentrations

used exceeded blood levels ol these compounds following therapy with Bactrim Observations of

leukocytes obtained from patients treated with Bactrim revealed no chromosomal abnormalities

Impairment ol Fertility No adverse effects on fertility or general reproductive performance observed

in rats given oral dosages as high as 70 mg/kg,'day trimethoprim plus 350 mg/kg/day sulfamethoxa-

zole

Pregnancy Teratogenic Effects Pregnancy Category C Trimethoprim and sulfamethoxazole may
interfere with folic acid metabolism, use during pregnancy only if potential benefit justifies potential

risk to fetus Nonteratogenic Effects See CONTRAINDICATIONS section

Nursing Mothers See CONTRAINDICATIONS section
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FROM THE PRESIDENT
Physicians, like all human beings, are diverse. A polyglot of

differing creeds, sexes, religious ideals and beliefs. Our Hawaii

Medical Association is thus structured — reflecting varying

views and ages, attitudes, and organizations. However, the

association cannot be subjected constantly to the “whims and

fancies” of certsiin favored individuals, groups, organizations.

We need to act and work for the “common good” of the

association. Toward that end, your association will undertake

broader issues as smoking, AIDS, child abuse, tort reform,

medical practice act, aging, etc. Controversial subjects can be

undertaken but in the context of the broadened scope.

Walter W.Y. Chang, MD
President
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Annual Report
of the Editor
The second year of this editorship has

flown by inexorably with a publication

deadline each month. Were it not for the

assistance and hard work of the HMA
staff — primarily that of Jennilyn Etrata
— the job of being both editor-in-chief

and managing editor would be over-

whelming for a physician still in active

medical practice.

The coming aboard of Charlotte Beal

as HMA’s Communications Director has

given the JOURNAL a boost. Her inter-

est as a journalist in what goes into each

issue and in the decision-making process

and her penchant for looking at its prop-

er “professional appearance” have con-

tributed greatly to its apparent success so

far.

Members may or may not have noticed

that we have tried various versions of

format and are gradually settling on a

style. Also, the editorial (non-ad) pages

have become more full with less margins

and less “white” space; the latter are

glamorous but expensive in this day and
age. We solicit comment from members/
readers as to what they think of this.

Incidentally, it appears that JAMA, be-

ginning with its July 4 issue, has in-

advertently followed HMJ’s lead in this

respect.

The association with our publisher.

Crossroads Press Inc., continues to be a

very good one. Steve Lent and his staff

have been cooperative and helpful in

their deahngs with our vagaries.

The HMA Publications Committee un-

der Chairman Henry Yokoyama has been

very supportive.

The participation of HMA members —
and others — in the submission of arti-

cles for publication, medical, medico-

socio-economic, etc., together with the

letters-to-the-editor (LTTE), the per-

ennial “News & Notes” by Henry
Yokoyama that provides most of the

spice, the special columns, book reviews

and occasional comments have been

much appreciated.

In general, the JOURNAL appears to

reflect the activities of a virile and active

medical association, which is as it should

be. Afterall, the association’s medium of

communication’s intrinsic purpose
should be, in addition to disseminating

useful medical scientific knowledge that

is of particular local interest, to further

internal dialogue.

J.I. Frederick Reppun, MD
Editor

1365 Nuuanu Avenue • Honolulu, Hawaii 96817
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Since 1978, home

health care has grown

from a $500 million

a year industry

to one netting $2.5

billion dollars a year.

By 1990 it is expected

to reach the $10

billion mark.

— U.S. News and World Report

REGISTRATION
235 W. MacArthur Blvd. Ste. 605

Oakland, California 94611

$200 before January 1, 1987

$250 at the door. Includes

continental breakfast, luncheon

and a videotape of the workshop.

Hyatt Regency Waikiki

January 8, 1987, 9ani-5pni

Registration and continental

breakfast, 8ani-9am

IN HOMECARE
A WORKSHOP FOR PHYSICIANS
HYATT REGENCY WAIKIKI • JANUARY 8, 1987

This workshop will give you an understanding ofhow and why homecare is growing . .

.

how you can participate in that growth . . . and what financial rewards you can expect

as owner of an efficiently run homecare operation. Workshop content includes:

• Industry trends as they affect physician income

• Overview of homecare services and operations

• Medicare, private pay, home nursing, medical equipment, child

and elderly care

• Financial performance of homecare businesses

• Physicians as owners of homecare: venture structure, regulatory

and ethical considerations, establishing a venture

PRESENTED BY
CYNTHIA KELLY - Homecare entrepreneur. Owner of Comprehensive Home Care

Services since 1974. Homecare consultant to hospitals, physician-investors, and the

health industry since 1981. WALTER KOPP, CPA - Home and healthcare specialist

with Lavanthal and Horwath, Kopp is a partner in a home nursing business.

LEN SOLOWAY, CPA - A partner with the Northern California accounting firm

Johnston, Gremmaux and Rossi, Soloway is an owner of a medical equipment

rental company. (Kopp and Soloway are presented on videotape.)

Name

Specialty

Address

City State Zip

Office Phone

American Express, Visa, Mastercard accepted. Register by phone 415-428-0440 collect
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Edit;orials

Cut the Cost of Immunizations!

The state Health Department’s Communicable Disease Report
— the June “Green Sheet” that is no longer green — gives the

annual statistics for 1985.

Noteworthy are the data on the Vaccine-preventable Diseases:

• Measles—of the 31 cases reported, 21 were of indigenous

origin, all from Oahu; the other cases were “imported,” nine

from foreign countries and one from the Mainland.
• Rubella—the 45 cases were considered to be “a signifi-

cant increase over the average of nine per annum since the 1977

epidemic.” All but three of the cases occurred among adults

ages 22 to 54, indicating that rubella has become primarily a

disease of adults, thanks to the success of vaccinations. Prior to

such prevention, the case load was 3,345, e.g., in 1965!
• Pertussis—which the lay public is generally unaware of as

“Whooping Cough” — had a reported incidence of 24, of

which 17 occurred in children under 5 years of age and 10 of

these were less than a year old. Six children had to be hospital-

ized.

• Mumps— 19 cases.

• Tetanus—only two cases, one in a young adult from the

Philippines who had been inadequately immunized, the other in

a 67-year-old Oahu resident who died of it; there was no record

of his ever having been immunized against tetanus.

• Polio and Diphtheria—no reported cases.

In the context of the above, let us consider the costs of

immunization. From the most recent experience in a private

office, DPT vaccine costs $171 for a 7.5 ml vial or 15 doses of

0.5 ml each. This comes out to $11.40 per dose. That physician’s

office added an administration charge that is probably on a very

low side, of around $4, which brings the cost to the child’s

family of a DPT series of three to $45 and a preschool booster

to $15.

TDa vaccine, which is generally given as a booster after the

preschool years, costs $10.16 for a 5 ml vial or 10 doses; the

huge difference by eliminating the Pertussis component reflects

the cost to the manufacturer of liability insurance the result of

suits and astronomical awards for reactions ascribed to

Pertussis. Does this mean we risk the morbidity and relatively

high mortality incident to whooping cough because of the high

cost of the vaccine that parents may refuse to allow to be given,

even though the law says it must be?

MMR vaccine — this might as well be given as a routine

combination against measles, mumps, and rubella in one shot, if

for no other reason than to save the poor kid’s integument, plus

the costs of separate immunizations. A box of 10s, individual

dose units, costs $166.65, or $16.67 per dose. Add the adminis-

tration charge as above and it comes out to around $20 at best.

However, only one dose is required for lifetime protection (so

far).

Polio — Sabin oral 3 — costs $95.28 for a box of 10s,

individual doses, or $9.54 per dose. At $12 each, times three the

first year of life, this comes to $36.

A preschool requirement of boosters DPT and polio thus

costs the parent $27 and does not include the required Form 14

physical cost to boot.

Since vaccination/prevention is truly so important for the

well-being of children the world over, should not the global

society of man figure out some way to spread the cost over the 5

billion people in the world, rather than saddle the young famil-

ies individually with it? How about trading off a few nuclear

missiles or bombers?

J.I. Frederick Reppun, MD
Editor

HMWA Offers Support
In a profession that has been traditionally male-oriented, it is

encouraging to note that more women are becoming physicians.

Nearly one-fourth of the practicing physicians in Hawaii are

women and we are especially pleased that HAWAII MEDICAL
JOURNAL recognizes and dedicates this issue of HMJ to

“Women in Medicine.”

Readers might like to know that the Hawaii Medical Women’s
Association began in 1981 and is dedicated to the general

support of women physicians, the education of our membership,
and in a variety of scientific, personal development, and com-
munity matters. The present membership represents a good
cross section of medical specialties and subspecialties. HMWA
meetings are generally presented on the fourth Friday of the

month at the Pacific Club.

For the past two years, HMWA co-organized and sponsored

communications workshops for professional women along with

Hawaii Women Lawyers, Network of Marketing Women,
Women in Communications, Women Accountants, Bank Wom-
en, and the Hawaii State Council. We plan to make this an
annual event.

Our interests include an active involvement in working in

already-organized medical associations, in governmental agen-

cies, and the community at large. HMWA is actively recruiting

women whose interests and concerns parallel or complement
ours.

We would be delighted to interface with and receive input

from persons or organizations similarly interested. Anyone who
wishes additional information may contact me.

Adrienne Wing, MD
President

Hawaii Medical Women’s Association

About Women in Medicine
On Jan. 25, 1986, the Hawaii Chapter of the American

College of Physicians sponsored a meeting titled “The Woman
Internist: Issues and Conflicts.” The goal of this workshop was
to provide an environment where women physicians could dis-

cuss issues and concerns that related to their role as women
professionals in our society, and to respond to several

preselected themes considered by colleagues in the community.

“Patient-care issues” were addressed by Drs. Patricia

Blanchette, Daphne Myers, and Mary Ann Antonelli. Dr. Jing

Hsu, a psychiatrist, discussed “Playing By His Rules.” Dr.

Gladys Fryer gave a personal assessment of “Career Choices

and Tensions.” Finally, Dr. Linda Hawes Clever, the only

woman governor of the American College of Physicians (for the

Northern California Region), talked about the “Superwoman
Syndrome.”

The impressions, concerns, anxieties, and perceptions of

women physicians are of exceptional importance to all of us,

and, of course, to their patients. The intensity of feeling and
eloquence of thought that pervaded this exercise were moving
and provocative. What follows is a synthesis of their remarks. I

hope that the sense of intellectual stimulation that was felt at the

meeting will be transmitted by these papers.

—Irwin J. Schatz, MD, FACP
Governor
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I. Women in Medicine: Patient Care Issues

Patricia Lanoie Blanchette, MD, MPH*

(First in six-part series)

Patient Care Issues

When I was first invited to address “patient care issues”

concerning “Women in Medicine,” 1 was at a loss because I

couldn’t think of any. My women-physician colleagues who
started practice as recently as 10 years ago have thought of quite

a few. However, things are different now. The entry battles have

been won; many of the “firsts” for women have happened.

Those of us who are women in medicine today owe a great deal

to the pioneering efforts of a number of strong and dedicated

women who have come before us, as well as to men, such as our

own medical school dean, who thinks women belong in medi-

cine. We now take our places in medical school, residency

programs, and in practice without undue notice taken of our

female sex.

Most of us think of ourselves as “physicians,” not “women
physicians.” My field. Geriatric Medicine, is heavily male-

dominated in the U.S. as a whole. But, in Hawaii, no one is

saying to me, “You’re the first woman geriatrician we’ve had.”

Although educated prior to the advent of fellowship training in

geriatrics, at least three fine women physicians in Hawaii have

limited their practice to the care of the elderly for the ap-

propriateness of women for this subspecialty.

Regarding individual patient care issues, 1 can’t remember the

last time someone said to me, “You’re the first woman doctor

I’ve ever had.” 1 heard this often four or five years ago, but not

now. No male patient has ever refused my exam. Some patients,

men and women, will make comments such as, “Women physi-

cians are more gentle, you didn’t hurt me.”
We are seeing patients seek out women physicians preferen-

tially in some cases. An example is found in Blackwell Medical

Associates, a group of women internists and subspecialty physi-

cians in Boston. They make it clear to patients that their practice

is structured in such a way to permit them more time with their

families and time off for childbearing. Even in a “heavily

doctored” city, they became very busy very quickly and almost

forgot why they are established. They had to rethink their

practice and set limits for themselves. Apparently, both men and

women patients like the idea of physicians who make no bones

about the fact that family life was important.

The major patient care issues left for us to address are the

global ones. We are accepted now as practitioners in medicine,

but only rarely are we in leadership positions. We seldom have

the authority to make decisions involving the structure and

direction of our institutions, the overall practice of medicine,

health care financing, and medical education. All of these have

major impact on patient care.

The scarcity of women physicians in leadership roles is puzzl-

Accepted for Publication August 1986

‘Assistant Professor of Medicine and

Public Health Chief, Division of Geriatric Medicine,

University of Hawaii, Department of Medicine;

Director of Geriatric Education,

Kuakini Medical Center;

Director, Geriatric Evaluation and Care Unit,

Honolulu VA Outpatient Clinic.

ing. Although it takes a long time to climb administrative

ladders, there have been excellent women physicians for a

years or more. Given their determination against the odds they

faced, you’d think that more than a few would have made it to

department chair, medical school dean, or chief administrator

levels. Yet, it is the rare exception whose names comes to mind
in this context.

Accusing male physicians of a conspiracy to keep women out

of administrative ranks is ridiculous. 1 find it difficult to believe

that there could be this much consensus and unanimity of

action. At least part of the the answer lies in our own motiva-

tions, priorities, and socialization as women. Not many women
physicians are primarily motivated by money or personal ambi-

tion. Women in medicine seem to retain more of the altruism

that most male and female first-year medical students share. We
would be less likely to make decisions based on money or

personal ambition at the expense of other issues, such as op-

timum patient care, a program we care about, our families, or a

challenging and satisfying work environment.

Concerning our socialization, most women do not tolerate

dissonance or conflict very well, nor are we socialized as risk-

takers. Young boys are encouraged to take on challenges, are

put in conflict situations, taught to “Fight! Fight! Fight!” and

to win. We are taught to be nurturers, supporters, and

cheerleaders, avoiding contlict and making everyone more com-
fortable. We are the team players, not the stars.

This was pointed out to me quite clearly recently, when 1

found myself involved in a serious disagreement about the

direction and leadership of a program that 1 care about very

much. A senior male faculty member was advising me. At one

particularly difficult time, I said, “I hate conflict,” whereupon
he answered, “1 love conflict! It gets issues out into the open
and gets things done.” 1 was struck by his relish of a situation

that was causing me only unhappiness and turmoil. This was his

environment, not mine. The only things missing were the goal

posts.

1 can and will learn, but it will go against the grain all the

way. We need to learn to handle conflict, to use its positive side,

to take risks and to do so with enthusiasm. Our daughters and

female students must be less admonished to be “nice” than we
were. We will find ourselves in leadership roles, with the au-

thority to decide on patient care issuse.

Do we need to “feminize” our institutions; do we need to

“masculinize” ourselves? Betty Friedan, with whom I was lucky

enough to spend a few days, makes a plea in her book, “The
Second Stage,” for us to “feminize” our institutions so that

they become more humane for everyone. Now that we have

broken through the biological and psychological barriers that

previously excluded us, we must develop those personal qualities

that lead to top jobs, and then must get to work changing our

schools and corporations. But, we must retain our special

qualities as women. She has been criticized for this concept by

men and women alike. Some people feel that Betty has aban-

doned the “women’s movement,” that we have not come far

enough, we cannot be let down, we must become like the men
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who are in charge if we are to succeed.

I believe that women can and must retain the qualities that

allow for nurturing, supporting, and team building, and also

acquire the other skils that allow for effective leadership. We
must not become men in skirts. Rather, we should abandon the

concept of nurturing being feminine and winning being

masculine.

The “women’s movement” is quieter now. There is less

visible turbulence. But, something is going on. There are

smoldering feelings not unlike the ’50s when many women were

leading lives of quiet desperation. Despite the popularity of

“Father Knows Best” and “Ozzie and Harriet,” most families

were just not structured that way. Many women were working
and couldn’t measure up to that ideal housewife, frilly apron,

perfect mother, cookie baker image. Those who did couldn’t

imagine why their lives felt so empty; they alone must be at

fault. After all, they had everything, a house in the suburbs, and
a nine-passenger station wagon. They were marrying at younger
and younger ages; after all, wasn’t that all women were made

for? It took the expression of these feelings in Betty’s book,
“The Feminine Mystique,” for these emotions to explode into a

collective anger and unify into an intense, and radical political

action. The National Organization for Women, NOW, was
founded on the back of a dinner napkin and grew more rapidly

than anyone had imagined.

Despite the feelings that now exist, I don’t think we will see a

second large identifiable women’s movement. The actions

needed to make changes are more difficult, less easily united,

and more tedious to get through. The “second stage” will

arrive, but we’ll get there more quietly. We still face discrimina-

tion, but it is far more subtle, and to some extent still comes
from within.

The only barriers we cannot overcome are those that we place

in front of ourselves. W'e are not quite sure that we wish to

succeed. W'e are not quite sure of definition of success. Personal

ambition does not come easily. Is that really what we want? No
one is going to take them. In getting there, we will be going

against the grain. What do we have to give up? Is it worth it?

II. Patient Care Issues

Daphne Myers, MD, ACP Member*

(Second in a six-part series)

When I was initially approached to help with this conference,

I said I was not a good one to do this as I didn’t perceive a

problem — I didn’t feel discriminated against and was happy

with what I was doing. The reply was, “Fine, let’s explore and

see if others are in the same position. If there is no problem,

further meetings will not be needed.”

What I found out in preparing for this meeting was that the

issues facing all of us as women physicians are the same. We
need to decide what we want to do with our careers: Are we
interested in just patient care for the satisfaction it gives or are

we out to maximize our interactions and income, and do we care

about advancing to the upper echelons of administration and

policy making? This conference made me look at my own goals

and made me try to analyze why they are what they are. I

rethought my position and put things in perspective.

To begin with women appear to enter medicine for different

motives than men. The main reasons elicited in one study were:

(1) encouragement and stimulation from others, (2) long-term

interest in medicine and science, (3) the desire to be independ-

ent, and (4) the desire to help others.

Men, on the other hand, had selected medicine for: (1)

prestige and status, followed by (2) altruism, and (3) long-term

interest in medicine and science. Financial gains were ranked

low by women.
Women generally earn less than their male counterparts. This

appears to multifactorial: (1) They work fewer hours, (2) see

fewer patients, and (3) are in lower-playing specialties. I’d like

to comment on a few of these.
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A number of women work part time. This may be due to

practice situations available, or family commitments.

It has been said women physicians spend three minutes more
per patient visit than their male counterparts. We surveyed 21

practicing women physicians in this community: All felt they

spent more time with their patients than do their male peers.

Why do we do this? The overwhelming response to this

question was because we’re good listeners, and because there

was a desire to explain things clearly, to be sure patients

understood diagnoses and instructions and to let patients ques-

tion more. Other honest answers were “because we talk more,”
“we’re inefficient,” “we’re less rigid in our businesses,” “we
get satisfaction doing it,” and “we’re more concerned about the

patient in general.”

These answers, I think, largely reflect a woman’s socialization

— the process whereby a person acquires sensitivity to social

stimuli and learns to get along with and behave like others in her

group or culture. Traditional socialization for women has been

to make them wives, mothers, and homemakers. Women are

trained psychologically to be on 24-hour call for their families,

to perform mental health functions for their families, to take

care of everybody, to be sensitive to nonverbal clues; i.e., we’re

trained to nurture people. Women have been socialized to be

more aware, more empathetic.

This obviously affects the productivity of our practices and
contributes to our lower income. One of the articles given out

showed that just four hours fewer in a workweek could result in

$33,000 less income per year. Fortunately, at least at present we
are doing this — spending more time with our patients — by

choice, and the financial ramifications are not primary. Will this

always be so?

Another question asked concerned our being selected by any
particular group of patients. Most respondents said no, but

some noted they had more women than men patients in their

practices. With the graying of America this implies more older

women. A number also noted colleagues more often refer

“interesting cases” to them because “you’ll spend more time.”

An interesting side question asked was whether the respondent

would consider capitating, or limiting the number of welfare

and/or Medicare patients seen. The predominant response was,

“No. Someone has to see them.”

I think this trend, if it continues, will ultimately have an
impact on our practices to a much greater extent than currently
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imagined.

The final point from our survey, that I’d like to discuss,

relates to our “novelty” in the clinical world. Interestingly, the

older women physicians (those completing medical training and
starting practice before 1977) commented that about 50 percent

of their patients had not seen a woman physician before. I think

the time is definitely near when “women physicians” will simply

be “doctors” who happen to be women.
Lastly, though maybe somewhat out of place, is the concept

of a career physician having to meet the male’s concept of total

dedication, commitment and, overwork. It has been stressed

that we must accept the “special privileges of being a physi-

cian.” I think that’s a lot of bunk. We have the privilege of

caring and nurturing our patients and ourselves as best fits us.

There is no one best method of practice or interactional style.

As long as one has chosen for oneself a style of practice, it is

fine. No one is going to make me feel guilty for enjoying my
practice, for not overdoing and for enjoying life. Each of us has

something to contribute. No one should insist the contribution

be the same for each of us.

The problems for women in medicine today are not “getting

in” — we’re in. The challenge today is to identify and eliminate

barriers to women advancing to power positions in medicine, if

that is what we want to do.

III. Patient Care Issues

Mary Ann Antonelli, MD, ACP Member*

(Third in a six-part series)

The results of an informal survey of woman internists and
dermatologists on Oahu do not have statistical significance, but

serve to reflect some of the issues that concern women physi-

cians. In all, 21 physicians were contacted, and responded. The
obvious comparison survey of “matched” male practitioners

has not been done. (I was singularly impressed that, despite calls

during office hours, these physicians were happy to spend more
than the necessary time discussing these issues; this fact in itself,

may identify a need for the practicing woman internist!)

1

—

Violence.

A growing concern about increasing personal violence

prompted the need to include this subject in our questionnaire.

When asked if they had ever been threatened or actually as-

saulted in their practices, over one-third of the women physi-

cians answered yes. Two physicians felt threatened by patients

who were demanding controlled substances, but no violent acts

were committed, and the situation was “defused.” When asked

if violence was a worry so that it would alter their delivery of

care, greater than 50 percent of the respondents said that they

would not see males, or patients they didn’t know, when in their

offices alone, or after hours. One physician commented that this

threat of violence was one of the reasons she didn’t accept

Medicaid patients, since they were more “likely to exhibit

desperate drug-seeking behavior”!

As a result of this survey, the question arose as to whether our

male counterparts are as restrictive in their patient care, and

whether this restriction in services accounted for some of the

observed differences in hours per week that woman physicians

see patients, as compared to male physicians.

2

—

Problems with Sexual Matters.

It was found that nearly 50 percent of woman physicians had
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experienced problems in dealing with sexually aroused males

during physical examinations. One older woman physician com-

mented that she had developed a style based on experience such

that this no longer occurs. Another physician reported that a

male who had consulted her for impotence felt cured after he

experienced sexual arousal during the routine examination!

The majority of women felt comfortable in their ability to

obtain a sexual history and did not feel that they needed more
interactional training in this area. However, it appears that few

of them take a sexual history as a routine! This was apparently

independent of year of completion of training, and is likely to

be a difficult area for women physicians.

3

—

Consultative Practices.

Consultation trends were not influenced by gender except in

the referral of patients to ob-gyn specialists. Most women
considered that their patients might prefer a female physician,

and frequently gave them this option. All those surveyed did not

feel any prejudice on the part of colleagues referring patients to

them, but a number thought that there was a preference for

certain patient types who were referred, such as women who
sought more interactional time from their physician. A signifi-

cant number of women would have preferred to refer to a

qualified woman physician, but really could not do this because,

apart from ob-gyn and pediatrics, there are practically no
female subspecialists on Oahu (one general surgeon, one rheu-

matologist, and one geriatrician).

4

—

My Own Reflections on Patient Care Issues in Diverse

Situations.

Having been a full-time teaching physician in a New York

City Hospital, and then an internist rheumatolost at a major

Army teaching hospital for six years, and now in private practice

of rheumatology on Oahu, I have felt no outward anti-woman

feelings in my peers or in my patients. I think, however, it is fair

to state that there are differences in gender-based interactions

between peer physicians that have an impact on the “we ex-

change” information, such as casual opportunities to discuss

medical issues and patient care. I think that woman physicians

tend to be professional “loners” and frequently do not have the

opportunities afforded our numerous male colleagues in MD-to-

MD interactions, such as on the golf course. So many of us, due

to our dual commitments to medicine and family, and perhaps

also due to some social isolation from other female profession-

als, do not interact on the same level with our male peers; rarely

do we interact with female physicians. I think that the positive

response to this conference underlines an interactional problem,

be it the need for an “Old Girls’ Club” or finding the time to

play golf!
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IV. Playing By His Rules

Jing Hsu, MD*

(Fourth in six-part series)

Disparities in achievement between men and women persist in

spite of gain. In the past decade or so, women have ac-

complished much in the field of medicine. For example, since

1970, the number of women entering medical school more than

doubled. ‘ 2 In 1970-71, the proportion of women in the entering

class of U.S. medical schools was 11.37 percent. By 1980-81 it

was 29.63 percent. (Association of American Medical Colleges,

memorandum 81-6. September 1981.) The proportion of women
faculty members increased from 15.2 percent in 1978 to 16.2

percent in 1981.3

Flowever, there are still disparities; women faculty remain
clustered at lower ranks in nontenure-track positions:

Instructor: 21.9 percent (men 8.8)

Assistant Professor: 44.9 percent (men 35.1)

Associate: 18.8 percent (men 24.3)

Professor: 8.7 percent (men 29.8)

Women are underrepresented in administrative and leadership

positions in U.S. medical schools. »

Senior Deans: 7.8 percent

Associate Deans: 9.6 percent

Assistant Deans: 17.2 percent

Department/division chairs: 2.3 percent

To our knowledge, no women are full deans. Women physi-

cians are paid less than their men counterparts: A survey of the

economic status of women in medicine showed that the median
net earnings of women was nearly 30 percent below that of the

typical physician, even when men and women have had com-
parable training and are spending equal numbers of hours

working.

5

Ten years ago the major problem for women in medicine was
initial access. Now, it is advancement through academia and the

professions. Clearly, women physicians are less likely to advance

as far and as fast as their male peers. Dr. Alexandra Symonds of

New York School of Medicine once said that, “In medicine,

women have opened the door to service, but as yet only a few

have opened the door to power.”
What are the factors accounting for these disparities? The

reasons are numerous and complex, but much of the anecdotal

evidence and research show that the following factors may have

contributed to the differences in achievement between men and
women:

• The lack of adequate social network. Success often de-

pends not only on what you know but who you know. Men have

an “old boy’s” network that generally excludes women.
• The lack of available mentors. Success often depends not

only on hard work but also on encouragement, guidance, sup-

port, and advocacy on the part of those who are already

established in the system. The men who are well-established

predominate; men are generally reluctant to sponsor women.
Thus there are fewer opportunities for female physicians to be
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guided and introduced into the path to success.

• Heavier workload. Women physicians usually have to

meet the added demands of work at home, and this may limit

their ability to achieve professionally.

• Lack of good role models. Because there are fewer women
with high rank or in powerful positions, women have fewer

opportunities to identify with other successful women and there-

fore have less ambition and lower expectations of themselves.

• Sexual identity conflict. Behaviors promoting “success”

are considered “masculine”; therefore if a woman behaves in a

way that helps her to be as successful as a man, she might be

looked upon by others — and worse yet, by herself — as being

less feminine.

Furthermore, society also uses a double standard in judging

male/female behavior. For example, when a man voices his

opinion forcefully, this may be viewed as “assertive” however,

when the person is a women, the same behavior may be seen as

“aggressive.”

• Unfamiliarity with social rules. Men make rules that de-

termine what is appropriate in certain situations. These are often

subtle. Women, because they have been socialized differently

from men, are usually unfamiliar with such rules and therefore

unable to react in an appropriate way. For instance, when your
boss says: “Don’t worry about it,” it may mean that some-
thing’s going to make you upset, but he doesn’t want to make
you alarmed before it actually happens. Therefore, the ap-

propriate response to your boss’ remark, “Don’t worry,” is to

worry.

• Social roles discriminations. There is considerable evidence

that sex serves as a social category, that society views women
and men as distinctive groups and assigns different social roles

for them (often in favor of the men).

For example, the performance of males and females are

judged differently. When a group of women were asked to judge

the quality of professional published articles, there was a bias

toward male authors.

Sex also influences the attribution of causes of success. Men
were believed to have done well because of ability; the woman’s
performance was attributed to a greater extent to external

factors, such as luck.^ Grant and her colleagues in 1980 com-
pared the scores of self-ratings and peer-expectations of a group

of male and female medical students and found that both

groups demonstrated bias in favor of men in term of com-
petence.''

Grant also found that men with high levels of self-rated

competence in an area were nominated by peers as “the best” in

these areas. Women with similar levels of self-ratings in those

areas were not. Also women consistently needed higher grade

point averages than did their male classmates to be nominated

on the basis of these dimensions with as great a frequency.

These studies indicate that in our society, men are, in many
ways, valued more than that of women. Some of the research

shows not only that men see women this way, but that women
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see themselves this way also.

These subtle forms of discrimination are often inadvertent,

sometimes even well-intentioned; they often seem “normal” in

the course of everyday interactions between men and women.
Recent studies, however, have shown that when specfic informa-

tion about a person is supplied, sex loses it prominence as a

determinant of judgment.* In the absence of such information,

stereotyped conceptions prevail. We can assume that when
people are made aware of these phenomena, discrimination will

diminish.

Experience has shown that failure of any group appropriately

to acknowledge, utilize, and reward any contribution by a

member is to the disadvantage of the whole group. Discrimina-

tion based on sex or any other category, overt or subtle, is a loss

for both sexes. More understanding of the phenomenon is

beneficial to us all.
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V. Career Choices and Tensions:

The Woman Internist

Gladys C. Fryer, MD, ACP Member*

(Fifth in a six-part series)

It is not intended simply to make this a reminiscence, but a

certain amount of background information is necessary to an

understanding of present positions. As I grew up there was a

difference between a “woman” and a “lady” and it was not

appropriate for a lady to “work” — even in a profession. It was

also, of course, at a fairly early stage in the entry of females into

a male world.

One event effectively cut across any petty ill-feeling about my
personal frustrations. That was World War II. Women as well

as men were called up for service in England, and only later did

we all realize that the war was not only a major dislocation to

our individual careers, but was also an emancipating factor. We
could never return to the fluttering femininity that was our lot

before, any more than Englishmen in the tropics returned to the

topees and spine pads of the pre-war period.

To be a wife and mother attempting a career in medicine,

however, was still somewhat unusual, and I was turned down by
the medical school of my choice (after passing the written

entrance examination) on the basis that I had one child already

and would almost certainly want another.

The first major advantage I had, however, was the right kind

of husband. We had two sons and were living in Singapore when
my husband stated that he felt I was an economic cost to the

community if I did not exploit my full potential and study

medicine, to which I was drawn by inclination and some degree
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of aptitude. When I gained entrance to medical school at the

University of Melbourne, Australia, he applied for and obtained

an academic appointment in the same university. I wished to be

a full-time wife as well as medical student. My husband again

intervened and pointed out that I should not pass my anatomy
examination at the end of the year if I did not permit him to

help with the household chores (no mention of physiology and
pharmacologhy, which I loved and found easy). I gave in, and
he has regarded it as his right to help me ever since.

I felt very strongly that as I was working all day, my time

should belong to the family in the evening, at least until our

sons went to bed. This meant that I did not open a book till

fairly late each night — though I also became quite good at

reading Gray’s Anatomy at the same time as I was doing the

ironing!

My second major advantage was the right kind of sons. We
did not use words such as “good” or “naughty,” we just

treated them as if they were responsible people, and they

responded and enjoyed the greater stature it gave them. Ob-
viously they were not prigs or paragons, but we felt as if we
were all on the same side. My elder son fed histology slides

under my microscope and asked me to identify them. We all

listened to heart sounds together when I got my first

stethoscope. Our big thrill was when our two sons were present

at my graduation ceremony.

Discrimination? I am not sure that it ever mattered to me. In

medical school there really was none. There were eight women
in my class year of 220, and it was a six-year course. It was

tacitly accepted that nobody had gone to the trouble of qualify-
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ing for admission and studying hard for six years unless they

were serious about medicine; this especially applied to women.
We sought no special privileges because of our sex. The rules for

qualifying to take examinations were strict and allowed no

exceptions. For instance, when 1 stayed home with my younger

son when he had chickenpox at the time I was doing my three

months residence at the Women’s Hospital, I knew that more
than a certain period of absence would oblige me to repeat that

three-month assignment (fortunately 1 just made it). In resi-

dency there was no difference among residents — one or two of

the patients commented on having a female doctor but no one

objected.

Discrimination was possibly present in England, but I was
there as a graduate student and was never aware of it. I will not

enumerate every country 1 have lived in, only to say that there

was variable acceptance of women physicians in different places,

but in most I was more aware of being a foreigner than of being

a woman. I was always very happy to work in my own niche and

not spend time bothering with prejudiced people (look at the

doughnut and not at the hole). If I ever felt a prick of irritation

at anyone’s attitude I told myself that I would put the episode

aside only to be included in my memoirs.

It is true that had I been a free agent — by which I mean
unmarried, there are other things I would have chosen to do in

medicine that have not been possible for me. However, I do not

feel I have lost anything. I have enjoyed my family immensely,

and have also put a great effort into medicine. Perhaps in other

circumstances I could have accomplished more technically, but I

should not have been as well-rounded a person. I believe that

the practice of good medicine does require more from us than

mere knowledge and technical ability. Personal integrity, com-

passion, maturity of outlook (not necessarily of years) and a

broad base of general knowledge are traditional attributes of a

physician, which if relinquished, would be a sad thing to see. I

do not have the temerity to suggest that I have always been

exemplary in these respects, only that I have always kept them in

my sights as desirable.

It is not possible to move long distances internationally and

then fall into the right job simultaneously for very different

disciplines in husband and wife, and it has seemed to me
appropriate that my husband, being academically my senior,

should be the deciding factor. I still have work ahead of me, and

like other physicians, my vistas are changing with a rapidly

changing world.

Over the years the position and sphere of influence of women

have changed. On our first visit to the United States 30 years

ago we found it to be a highly matriarchal society. It is that no
longer. In many Asian countries it is still true that the power is

in the hands of the men, but to influence that power, one must
reach the ear of the senior women in the family. American
women have relinquished this position while they have sought to

be equally accepted with men in all areas of life. They have not

quite secured the equal acceptance and they no longer have the

old behind-the-scenes influence. Times of change are always

rather uncomfortable. Women are still grappling with their new
identity. It is not quite what they anticipated; women at first

tried to be like men. They are beginning to see that they do not

need to be, and indeed should not be, supernumerary men.
Times of change may be uncomfortable, but they are also

exhilarating. Women physicians are, by their training, uniquely

capable of contributing much to the creation of the new profes-

sional woman. Whatever that woman may prove to be, she will

be most successful if she exploits those characteristics peculiar to

women as well as pushing her newly found expertise in fields

previously reserved for men. Women are not like men, aand we
should be the first to say “Vive la difference!” in a nonsexist

sense. As has been touched on in this conference, some of the

most successful men, especially physicians, have been so because

they have some essentially female attributes.

Medicine has changed and is changing. Our body of knowl-

edge and the way we practice have been revolutionized in the last

decade. The rate of change is still accelerating. Again, it is less

comfortable, but more exhilarating, to be involved in the

change. Women physicians may have the advantage over their

male counterparts in that they are already having to change and
therefore already have the momentum. I believe that in addition

females are innately more capable of adaptation than males. Let

women physicians use their unique sensitivity to realize the

growing edge of medicine and their manipulative capabilities to

take a major part in directing its flow. Let this also be to no
selfish ends, advancing only the interests of women physicians,

but to the greater achievement of medicine itself.

In these exciting times of change, let women physicians not be

seen to be absorbed in their own small issues of securing rights

and bending the discipline to their convenience. Let the front

line be well-represented from the ranks of women physicians

using those unique talents that men do not have. Let them
dedicate their efforts to being physicians first and women sec-

ond. Then a strange thing will happen. By giving all to medi-

cine, women will find the recognition that they could not have

acquired by concentrating on recognition per se.
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VI. The “Superwoman” Syndrome

Linda Hawes Clever, MD, FACP*

(Last in a six-part series)

The good news is that there is no such thing as “Su-
perwoman”! There were Superman, Supergirl (his cousin), Su-

perboy (Superman as a child) and Wonderwoman, but the only

time there was such a thing as “Superwoman” was when Lois

Lane was hypnotized to think that she was. Therefore, we do
not need to live up to a myth. Pure relief!

These following statistics need to be appreciated:
• Women make up between 10 percent and 13 percent of

practicing physicians in the United States now. This proportion

is likely to increase to 25 percent to 35 percent in the next one to

two decades.
• The number of women on the tenured faculty at Stanford

Medical, one of the medical schools in the Northern California

Region of the ACP, is six. The men there number 49 (of which
three are PhDs). Of the assistant professors, six also are women.
At UCSF there is one woman and 45 men, and at UC Davis,

two women and 28 men.
• Regarding mental health, women physicians probably have

slightly more than three times the annual suicide rate of women
overall in the United States (men physicians probably have

about a two times increased annual suicide rate compared to

other American males). This statistic needs study, un-

derstanding, and intervention, especially since suicide certainly

doesn’t meet the criterion for surviving, much less thriving.

Concerning strategies:

1

—

Keep your sense of humor, not that that’s so easy, espe-

cially with long-term (although admittedly not constant) batter-

ing.

“A sense of humor” was mentioned in the 1977 Tulane
survey as the sixth most important attribute for women physi-

cians to have (behind stamina, organization, motivation, dedica-

tion, and ability to separate professional and maternal roles). I

would put it first. Alice Hamilton, pioneer in Occupational

Health and the woman on the first faculty at Harvard (1919),

always thought it was amusing that she was not allowed to have

a season football ticket and it did rankle her not to be able to

march in academic processions.

I keep a list of strange and funny things I have done when I

should have been doing something else. This includes making a

print of a very dead trout with our daughter, who was doing an
extra project for biology, while a taxi was waiting to take me to

the plane for an “important” meeting; helping the beekeeper

extract the second hive of bees that he had to take through the

living room of our house when I should have been preparing for

a Medical Grand Rounds presentation; getting lime sherbert and
7-Up for our Annual Mother-Daughter Tea when the Wall Sreet

Journal was trying to contact me for an interview.

2

—

Do things that haven’t been done before, and become an
expert; the area may even become important.

Consider Marie Curie and radiation (Curie was a single

Accepted for publication August 1986.

• ACP Governor, Northern California

Associate Clinical Professor of Medicine

mother after Pierre was killed in an accident in 1909). Elizabeth

Blackwell, the first woman physician in the United States,

entered Geneva Medical College in 1847 by a most unusual
method. But it was clear that being “the first” was a big help:

“The class, numbering about 100 students, was composed
largely of young men from the neighboring towns. They were
rude, boisterous, and riotous beyond comparison. It was the

first course of medical lecturing which I attended in a medical

college in the interior of this State in 1847-48.

“.
. . During lectures it was often almost impossible to hear

the professor, owing to the confusion . . . Some weeks after the

course began, the dean appeared before the class with a letter in

his hand which he craved the indulgence of the students to be

allowed to read.

“.
. . The letter was written by a physician of Philadelphia

who requested the faculty to admit as a student a lady who was
studying medicine in his office . . . The faculty decided to leave

the matter in the hands of the class with this understanding —
that if any single student objected to her admission, a negative

reply would be returned.

“It subsequently appeared that the faculty did not intend to

admit her, but wished to escape direct refusal by referring the

question to the class with a proviso which, it was believed,

would necessarily exclude her. . . . But the whole affair as-

sumed the most ludicrous aspect to the class, and the an-

nouncement was received with the most uproarious demonstra-
tion of favor. . . . The resolution approving the admission of

the lady was sustained by a number of the most extravagant

speeches which were enthusiastically cheered.

“The vote was finally taken, with what seemed to be one
unanimous yell: ‘YES!’ When the negative vote was called, a

single voice was heard uttering a timid ‘No.’ The scene that

followed passes description.

“A general rush was made for the corner of the room which
emitted the voice, and the recalcitrant member was only too glad

to acknowledge his error and record his vote in the af-

firmative.”

3

—

Ignore critics if you can’t convert them. Also, the more
outspoken they are, the more easily identifiable they are as

people on whom to do an end run.

Florence Nightingale said: “You say women are more sympa-
thetic than men. Now if I were to write a book of my ex-

perience, I should begin, ‘Women have no sympathy.’ I’ve never
found one woman who has altered life by one iota for me or my
opinions ...”

There may be a special problem with women criticizing wom-
en. Indeed, Elizabeth Blackwell said, “I shall have to encounter
much more prejudice from ladies than gentlemen in my course. I

am prepared for this ...”
4

—

Beware of what you say, because what you say becomes
what you think becomes what you believe. Granted we are all

doing too much, but we have the choice of being grumpy or

enjoying it — and learning to cut down in the future!

It’s best to think, what you want to happen. A colleague,

whom I asked to participate in a panel said, “I’d be happy to do
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it, but I’ll fall flat on my face.” I spent most of the rest of the

conversation doing brief but intense psychotherapy and urging

optimism.
5

—

Feel strong, take charge, and negotiate the shape of life

you would like to lead. Don’t be embarrassed by asking for

‘‘special circumstances” — it may work out very well for

everyone! For example, I work 10 to 12 hours every day for four

days a week, which gives me flexibility and freedom — and the

hospital’s salary obligation is less. The freedom is worth it!

6

—

Arrange time for yourself; make good memories for you

and your family. This means avoiding the hypnotism of the fast

lane that can be given as an ‘‘excellent reason” for not dealing

with feelings, conflicts, or making plans. This can be an ‘‘excel-

lent ” reason for not communicating — but then, what??

Jean Fetter, Dean of Admissions at Stanford, commented

recently to a high-school audience: ‘‘There is no success without

considerable cost.” This is true, but it isn’t cheating to make
things easier for yourself. You don’t have to suffer to gain love

or accomplishment. But, what we all need to do, is develop a

game plan, a strategy, goals. Please read ‘‘Games Mother Never

Taught Me,” by Betty Lehman Harrigan (Warner Books, 1977).

7

—

Be sure to have mentors and friends. Both take time.

It is a pleasure to have several mentors and be mentor to

several others. One must understand the give and take, and also

that the relationship may end. And that’s all right. Friendship,

on the other hand, ‘‘is an ever-sheltering tree.” It’s unlikely that

colleagues are true friends, to whom you can spill your guts and

discuss anything more basic than hospital politics.

8

—

Be healthy. Smoking, drinking, and drugs are bad; blood

pressure and breasts should be checked regularly for difficulties;

seatbelts should be worn.

Self-awareness is important, too. Check out sources of stress,

recognizing that not all stress is bad; but if the phone or certain

circumstances bug you and if your strategies and roles don’t

quite fit — discover these and do something about it.

9

—

Miscellaneous:

• Seriously consider limiting the size of your family. This is

part of setting limits, and it takes discipline.

• Remember that ‘‘this, too, shall pass.” One of our favorite

tension-relieving statements is: ‘‘Oh, well.”

• Have a pediatrician take care of your child and the internist

take care of your husband. Life is fragile and you must not have

any ‘‘If only ...” — especially if your ‘‘onlys” involve the

health of your loved ones.

• Persevere.

• Consider lowering your standards, not just your expecta-

tions! A friend of mine said the other day, ‘‘1 can no longer

afford to be a perfectionist.” Hooray!
• Be willing to change. The Chinese character for change is a

combination of “crisis” and “opportunity.”
10

—

Know that work isn’t enough; making a living isn’t the

same as living.

John Gardiner recently said: “People can achieve meaning in

their lives only if they have made commitments beyond the self-

religious commitments, commitments to loved ones, to fellow

humans, to excellence, to some conception of an ethical

order . . .

“Among the commitments we must honor are those that stem

from a mutual dependence of the individual and the group,

meaning by ‘group,’ family, community, nation, humankind
.... The unhappiest people are the ones who never escaped the

prison of the self, never find a cause worthier than their own
frets and ailments . . .

“We all have something to work for outside ourselves, bigger

than ourselves.”

One of my main goals is to make things easier for those who
follow.
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HENRY YOKOYAMA, MD

Life in These Parts
Bumper sticker on a gray, late-model

Buick Century station wagon read “Ex-

wife in trunk.”

The Hawaiian Rent All, an equipment

rental store at the corner of Beretania

and McCully has a huge sign with eye-

catching slogans. A few months ago it

read: “Hoist A Few With Our Auto
Jacks.” A more recent one said: “Fastest

Way To A Natural High — Rent A
Ladder.”

Item gleaned from KUP’s Column
Chicago Sun Times, July 3, 1986: “In a

tribute to Chicago medicine, world-fa-

mous neurosurgeon Ralph Cloward of

Hawaii chose local orthopedic surgeon

William Meltzer for his hip-replacement

operation.”

More bumper stickers: A rusting

Volkswagen of obvious vintage warns

“This is not an abandoned vehicle.” An
older-model Chevy 3/4-ton truck with

huge balloon tires that raise its threaten-

ing bumpers higher, “Go Ahead Make
My Day.”

In August, former Philippines Presi-

dent Ferdinand Marcos had cataract sur-

gery at Surgicare by eye man Worldster

Lee, who was assisted by gas persons Ken

Kern and Efren Baria, (from Marcos’

home province, llocos Norte). Marcos
quipped, “My aiming eye is going to be

all right again.”

From Midweek magazine, Aug. 20:

“Well-deserved retirement for Dr. Sam
Allison (the Waikiki dermatologist).

When Sam first hit Hawaii in ’42 he was

in charge of venereal disease control for

the Territory Board of Health.” (Ed:

Sam was HMA president over 20 years

ago when he started us writing this col-

umn.)
From Building Permits, Pacific Busi-

ness News: “$48,000 Hawaii Medical

Assn., 1360 S. Beretania St., foundation.

Contractor: Prime Construction. Tax
Key: 2-4-11-2.”

The new state liability reform law

created a special $100,000 fund to help

hard-pressed OB-Gyn doctors, including

those in Kona, pay their insurance premi-

ums. Nancy Stukan and Ken Grant of

Mauka Ob-Gyn Associates of Keala-

kekua have stopped offering obste-

tic services, leaving Kona with only

one practicing obstetrician, Sira Santad

(who is covered by HAPI). But Nancy
and Ken refused the state subsidies. Said

Nancy: “lam philosophically opposed to

and would not take money from this

fund. Doctors everywhere are subject to

the problem of medical liability. 1 think

it’s discriminatory when money is al-

located to only certain doctors.”

Nancy feels that only meaningful tort

reform would enable her and her part-

ners to resume full services. Ken feels

that the new law is “windowgloss’’ and

“all smoke.” He said that even if some-

one offered to pay his entire insurance

bill, he wouldn’t accept money to resume

practice under the current system of med-
ical liability because he would still be

subject to loss of time and reputation.

Hilo Hospital is having problems

again. It seems that the fate of the psy-

chiatric facility at the hopsital remains at

a standstill while administrators, mental

health rights advocates, and psychiatrists

hash out disagreements regarding the lo-

cation of a temporary psychiatric unit.

The current psychiatric unit is in the old

hospital building’s South-1 wing, which

many consider unsafe.

The Hawaii County Planning Commis-
sion gave permission for a joint venture

between Straub Clinic and Kailua-Kona

Medical Clinic Inc. of Kona to build a $2

million, two-story clinic in Kailua-Kona.

Tom Battisto, Straub executive adminis-

trator, had planned to name the facility

Kona Family Health Center, but HMSA
spokesman Ray Norris had already reg-

istered the name for HMSA’s own health

center in Kona. That means Tom has to

come up with another name.
Robert Schmidt, director of the Center

for Preventive Medicine and Health Re-

search, and professor of Health Profes-

sions Program at San Francisco State

University lives part of the year in Lihue,

where he works on the Health Watch
project begun in 1970. Robert thinks that

despite widespread obesity, alcoholism,

and smoking in Hawaii, women here live

an average of 18 months longer than do
their counterparts on the Mainland, as

do the men simply because people care

for people here.

On Aug. 4, Gov. Ariyoshi signed the

tort reform bill. The act changes the state

joint tortfeaser law that results in a de-

fendant paying for 100 percent of an

award even if he is only 1 percent liable.

If the defendant is less than 25 percent

responsible, he would now pay a per-

centage of the noneconomical award

equal to his percentage of liability. The
act limits court settlements for pain and

suffering to $375,000, but exempts prod-

uct liability, environmental, and other

cases from a ceiling. Liability insurance

rates are scheduled to go down 10 per-

cent in October this year, 12 percent in

October 1987 and 15 percent the follow-

ing October.

The act forbids the cancellation of in-

surance coverage without good reasons,

allows government agencies to make peri-

odic payments when awards are large,

reduces the time a child can file a medical

malpractice suit, and forbids awards for

emotional stress or disturbance stemming

from property damage. (Ed: Well, it’s a

start anyway.)

David Elpern, Kauai Medical Group
dermatologist and computer expert of-

fered courses in September on computer

access techniques to all island physicians.

Wilcox Hospital is the first to purchase

access to the National Library of Medi-

cine in Bethesda. David, who stresses the

importance of access to the National Li-

brary and other data bases, said “A med-

ical diploma is not enough any more.

Even continuing education classes — the

extra courses a physician takes through-

out his career — are not enough. Doctors

need today’s information. A true physi-

cian never graduates, he keeps learning.”

A First for Hawaii
An 84-year-old Kauai patient with

chronic obstructive pulmonary disease,

CHF, and pneumonia who had been on

constant 02, requested that he be allowed

to stop eating because of the quality of

his life. Three attending physicians, Neal

Sutherland, Larry McNight, and
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Thatcher Magoun agreed with the patient

and a psychiatrist declared him mentally

competent. Judge Kei Hirano, of the

Fifth Circuit Court, was asked for a

judgment and he concurred with the pa-

tient’s decision. The patient died peace-

fully 53 days after his last meal and after

watching the Special Olympics in July on
TV.

Elected, Appointed, &
Honored

Internist-nephrologist Jared Sugihara

was elected to fellowship in the American
College of Physicians (ACP) at its annual

session in April in San Francisco. Dwight
Matsumura of Kailua, Hawaii, was
elected to fellowship in the American
Academy of Pediatrics at a recent meet-

ing of the AAP Executive Board. Straub

radiologist Virgil Jobe Jr. was named as

one of 84 fellows by the American Col-

lege of Radiology Board of Chancellors.

Also named was Fronk radiologist

Maurice Reeder.

The Association for Retarded Citizens

of Hawaii elected Peter Rotar treasurer

and Angie Connor, Arthur Mori, and
Dorothy Worth directors.

Entrepreneurs

For $24.95, parents who fear their chil-

dren are involved in drugs, may purchase

the “Aware” kit marketed by American
Drug Screens of Dallas. Testing of urine

samples will be done by the American
Institute for Drug Detection in Chicago,

which will test for marijuana, cocaine,

PCP, amphetamines, barbiturates, and

several prescription drugs.

Straub Clinic & Hospital Inc. assumed

half ownership of Fronk Clinic’s oper-

ations under a general medical partner-

ship, as announced at the end of August.

Island Physicians Association, a non-

profit corporation formed by The Hono-
lulu Medical Group Inc., the Kauai Med-
ical Group Inc., and The Queen’s Health

System has assumed management of Is-

land Care.

Oncology Dialogue
A 67-year-old man had metastatic

adenocarcinoma of the clavicle consistent

with Stage IV prostatic CA. Urologist

Bill Shiraki noted with some pride: “We
managed to do all the diagnostic studies

and even the orchiectomy without hospi-

talizing him even one day.” Moderator

Glenn Kokame joked, “Did he even tell

his wife?” Glenn continued: “The or-

chiectomy will reduce his testosterone

level and you also have him on DES 1 mg

daily. How about the testosterone from
his adrenals? I understand ketoconozole

blocks the testosterone from the
adrenals.”

“Ketoconozole is an antifungal drug
given orally. A few centers are now using

the drug,” Bill explained. Glenn asked,

“How about LHRH which also sup-

presses the adrenal testosterone. Any ex-

perience with the drug?. Is acid phos-

phatase elevated in visceral metastases?

If so, can patients be followed with acid

phosphatase and how about alkaline

phosphatase?” Replied Bill: “Acid phos-

phatase is a good marker. I’ve had pa-

tients doing well and their acid phos-

phatase rises suddenly. Then we discover

mets within six months. Alkaline phos-

phatase is only good for bone mets.”

Sportsmen
“Small world: When Straub heart spe-

cialist Dr. Raymond Itagaki was examin-

ing Margaret Rose, he asked, ‘Would
you happen to know a Joe Rose?’ Smil-

ing, she said, ‘He’s my husband!’ Seems
that 30-odd years ago Ray was a Little

Leaguer in Joe’s baseball school.”
(KGU’s senior editor Rose is the longest

active radio personality in Hawaii.) From
Once Over Lightly, Midweek, Aug. 13.

Kaiser ER physician Debbi Putnam is

also an avid windsurfer, having been ac-

tive in the sport for three years after just

one lesson at Kahana. Her free time is

also spent paddling, heli-skiing, wave ski-

ing, jogging, working around home, and
growing orchids. Another windsurfer is

Kihei private practitioner Don Griffith, a

three-month participant of the wa-
tersport who says he’d be better off with

more instruction. The same scene that

enthralled Debbi — windsurfers sailing

over the waves at Hookipa Beach — also

captivated Don.
The Mid Pac Thursday Club hosted its

Calcutta on a September Thursday af-

ternoon. Modest Ed Izawa (18 hdcp) shot

a cool 67 to win first place. The smarter

golfer was Garth Morimoto (19 hdcp)

who shot a net 67 for second place, but

who had bet on Ed to win.

Hole-in-one: Rodrigo Bristol used a 5

iron on the Mid Pac 4th hole in July

1985. Jose Madamba used a 3 iron on the

Mid Pac 6th hole in February 1986.

Kalaupapa Revisited

Time was when we had annual HMA
Skin Diving Tournaments in Kalaupapa

for a weekend of fascinating skin diving,

where Dick Moore caught 6-pound lob-

sters in 10 feet of water and Dick Tessoro

(former barefoot boy from Lanai)

speared a 25-pound ulua in 20 feet of

water. But alas, we lost our contacts

(Adeline and Teruo Ogawa) when they

retired to Honolulu. Seven years later,

this past Labor Day weekend, we accom-
panied the Ogawas back to that isolated

paradise only to discover our favorite

grounds bare. At the tiny airstrip we met
another ex-HMA diver, Marc Shlachter,

who had come in on the Zodiac. In Ho-
nolulu, as we checked out, a familiar

figure in Air Molokai pilot’s uniform

spoke to us. We recognized ob-gyn

professor Tom Kosasa who was flying a

group over to Molokai. We recalled how
10 years ago, Tom rented a Cessna and
flew in with four residents (including

Gary Kimoto) to join us for the day’s

diving. The cargo hatch door blew off

just before landing, but Tom calmly and
skillfully landed the craft without inci-

dent.

Physicians Speak Up
Jacob Foster of Wailea wrote to the

Maui News: “I take critical issue with

your cartoon on the Opinion page of The
Maui News dated June 27, 1986. It

facetiously portrays an army sergeant re-

ceiving the Medal of Honor citation for

allegedly saving the lives of his fellow

soldiers in the nonsmoking section by

diving on a lit cigarette. Instead of put-

ting down sincere efforts to save health

and lives by reducing smoking, you place

yourself in the position of ridiculing

preventive measures. Your humor falls

flat and your editorial opinion requires

prompt re-evaluation.”

David Rodwell wrote to the Honolulu
Star-Bulletin: “In view of the latest

poisoning of Excedrin capsules I have

thought of a way to reduce the chance of

tampering to almost zero.” David’s solu-

tion is to fill each bottle of Excedrin

capsules with nitrogen and a plastic cap

with colorless ferrous sulfate. When the

bottle is opened, oxygen rushes in and

turns the dip stick brown. ‘‘Any
tampering and bingo, the indicator strip

changes color. It would be hard to beat

that.”

Donald Donohugh of Koloa, Kauai,

had spent five years recently in Central

America as an epidemiologist with an

international research team and then as a

visiting professor of medicine. When a

letter to the Forum suggested that readers

write our representatives about
Nicaragua, Donald made three sugges-

tions: First, “No evidence be believed

from anyone who has made a brief fact-

finding tour. I have yet to hear anything

correct from these sources.” Second,
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“None be believed coming from any par-

ticular organization — no matter how
high sounding its title. Each has its own
ax to grind and distorts its reports ac-

cordingly. Only a nonbiased person who
is fluent in the language and has traveled

extensively in the area for at least two

years should be listened to.” He also

noted that “The press has its own bias.

For example, the atrocities committed by

the Sandanistas are about 10 times those

of the Contras. Yet our media tell us

about 10 times as much about those of

the Contras.” Third, “Think of the

Sandanistas as if they were Soviets. In-

deed, Soviets and Cubans are all over the

place and the Sandanistas are merely fig-

ureheads.”

When the State Board of Education

panel decided against admitting students

with AIDS to public schools, Fernando
Atienza, chairman of the Hawaii Chapter

of the American Academy of Pediatrics

sent the Star-Bulletin a list of recommen-
dations and guidelines approved by the

Committee on Infectious Diseases of the

Academy. Fernando explained that the

recommendations included unrestricted

school attendance with their physicians’

approval. “The transmission of AIDS
through casual person-to-person contact

as would occur in a school setting, in

particular, transmission from saliva and
tears, is either theoretical or un-
documented.” The State Dept of Health

has said there are no AIDS patients of

school age in Hawaii.

Hors de Combat
A Matter of Opinion: Hazel Cun-

ningham of the Hawaii Coalition for

Consumer Justice said: “The insurance

industry has manufactured the insurance

crisis. Doctors should be angry at the

insurance industry for gouging them un-

justly. There is no good reason to charge

such outrageous premiums when the

facts show that only one-fourth of the

total premiums collected is paid out in

claims. Clearly, the target should not be

our tried and proven civil justice system.

It is the insurance industry which, in the

face of a $2 billion increase in profits for

the first quarter of 1986, still thinks it

proper to argue that compensation to

severely injured people must be limited.

Doctors should be on the side of victims

against the predatory attacks of the in-

surance industry.” (Data released by the

National Consumer Organization shows
that insurance companies in the State of

Hawaii have taken in more than four

times the amount of premiums for medi-

cal malpractice coverage as they have

paid out in claims over the 10-year period

from 1975 to 1984.)

Phillip Hellreich, president of the Ha-
waii Federation of Physicians and Den-

tists wrote: “The Hawaii Federation of

Physicians and Dentists wishes to express

its great dismay and outrage over Gov.

George Ariyoshi’s veto of legislation that

would have reformed the state Medicaid

Fraud Control Unit. We oppose all Med-
icaid fraud. However, we also oppose

violating the constitutional rights of phy-

sicians and other health care providers

and their prosecution for administrative

and bookeeping errors.”

Rep. Reynaldo Graulty, chairman of

the House Human Services Committee,

wrote a bill to protect physicians and

other medical professionals from abuse

and unfair tactics by the Medicaid Fraud

Control Unit, but Gov. Ariyoshi vetoed

the bill on grounds that it “erects numer-

ous procedural and substantive impedi-

ments in the way of effective and effi-

cient” investigation and enforcement of

Medicaid rules. Graulty said, “I’m con-

cerned that if providers are treated as

criminals without due process, then there

will be fewer providers willing to provide

treatment to Medicaid recipients.”

Honolulu medical examiner Alvin

Omori says that Oahu is experiencing

more deaths from cocaine than from the

more widely feared heroin and the

number is greater than five years ago.

Alvin says these are classic deaths like

those of sports figures Leonard Bias and
Don Rogers. State records show that five

have died of accidental cocaine overdose

in Hawaii in the past 30 months and a

sixth committed suicide using cocaine,

morphine, and codeine.

Miscellany
Question: What did the potato chip

say to the corn chip?

Answer: Are you Frito Lay?
Said the corn chip to the battery: “I’m

Frito Lay, are you Ever Ready?” (From
Patsy Matsuura, our witty PHN from
Hilo.)

Why Socialized Medicine Stinks by
Donald Kaul of Tribune Media Services.

The following are excerpts:

“Let’s face it, folks, socialized medi-

cine doesn’t work. It pains me to admit

that. As a young liberal, I was always in

favor of socialized medicine. I held the

naive belief that adequate health care was
a birthright of Americans and shouldn’t

be dependent on one’s ability to pay. I

thought the best way to achieve a decent
level of public health care was to have a

corps of salaried government doctors

ministering to the needy. I was wrong, I

can see that now. What turned me
around on the issue were the hearings on
Justice William Rehnquist last week.”

(It seems that Justice Rehnquist was
afflicted with a bad back with severe pain

and the Capital physician gave him
Placidyl for sleep. And he was on it for

almost nine years and finally had to

check into a hospital in 1981 for a 10-day

detoxification program. Then, two
months ago, a senator from North Caro-
lina who was confined to a wheel chair

committed suicide. The suicide note said

that the same Capital physician had fail-

ed to diagnose his illness, hypo-
thyroidism, which made his life a living

heU.)

(Donald brings up the case of the chief

of cardiothorasic surgery at Bethesda

Naval Hospital who was dismissed from
the service and sentenced to four years in

prison on two counts of involuntary

manslaughter, one of which involved

criminally negligent homicide and 18

counts of dereliction of duty. A senator

went into Bethesda Naval Hospital to

have a colon polyp removed and the

hospital lost the polyp.)

“Sorry, Senator, we can’t seem to find

it anywhere. It was around here a minute

ago, but disappeared. If you want to find

out if you have cancer, grow another

polyp.”

“All of this, as everything goes in

Washington, has spawned a joke: Ques-

tion: What is a camel? Answer: It is a

horse that has had a heart transplant at

Bethesda Naval Medical Center.

The point is that socialized medicine

simply doesn’t work. Doctors need more
incentive than the mere saving of lives

and making people well to do good
work. They need money. Nurses will do

good work for low wages; so will teach-

ers. Likewise garbage collectors. That’s

because they are professionals. Doctors

are made of finer clay; you have to make
them rich if you want them to produce

their best effort.” (Ed. We get the im-

pression that Donald Kaul, the liberal

columnist, doesn’t care for physicians in

general, whether government or private.)
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Medical Insurance Exchange of California

Professional Liability Exclusively

Owned by its insured doctors

6250 Claremont Avenue, Oakland, California 94618-1324
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Do you have
patients who
are in

PAIN? . .

.

• always complaining?
• very emotionally
demanding?

• not motivated to go back to

work?
• questioning your
judgement?

• dependent on medication?
• visiting physicians and
healthcare providers

frequently?

• alienating family and
friends?

They should probably
be evaluated at the
PAIN CENTER.

^REHAB

The PAIN CENTER is a specialized,

interdisciplinary inpatient and outpatient

program which objectively evaluates and

treats patients with chronic pain. For

information on how to refer your PAIN
patients to the PAIN CENTER, call:

531-3511
PAIN CENTER
Rehabilitation Hospital of the Pacific

226 N. Kuakini St.



A Cost-Conscious Approach to the Evaluation

of Patients with Low Back Pain

Max G. Botticelli, MD*

Back pain is the most common musculoskeletal complaint and the seventh most
common cause of visits to the internist. It is second only to the common cold as a cause

of missed work. The cost to the nation, as a result of diagnosis, treatment, lost

productivity, disability payments, and legal fees, is close to $20 billion a per year.'

While the vast majority of patients with back pain have self-

limited or easily treated conditions, a small percentage has

serious illnesses that require prompt, specialized care and are

benefited by early diagnosis. Exactly how frequently the primary

care physician is confronted with these serious illnesses is not

known; best estimates are that between 0.2 percent and 2 percent

of patients with back pain have therapeutically important diseases.^’ ^

Knowing their prevalence is helpful because the cost/benefit

ratio of diagnostic tests improves with the likelihood that they

will be positive. For example, Liang and KomarofP analyzed

the cost-effectiveness of routine back X-rays in a population

assuming a prevalence of serious disease of 0.2 percent. They
estimated that it would cost $2,072, and the population surveyed

would have been exposed to 3,188 mrads* to avert one day’s

suffering. They considered these costs to be excessive in relation

to their benefit. On the other hand, as the probability of serious

disease increases, the cost goes down (see Table 1); so that if the

probability is 5 percent the cost of averting one day’s suffering

is $91 and 140 mrads.

Clinical data may be very helpful in identifying groups of

patients whose back pain is more likely to be the result of

malignancy, fracture, infection or inflammatory disease. If X-

rays and other diagnostic studies are reserved for this group of

patients, they become more cost-effective. At the same time,

groups of patients may be identified in whom the risk of disease

is so low so as to make further diagnostic study inappropriate.

An example of the usefulness of clinical data can be drawn from

the analysis of criteria from the use of X-ray examinations by

Deyo and Diehl. ^ They studied 621 patients with back pain

prospectively and found the overall incidence of vertebral frac-

ture to be 2 percent. However, all the patients with this cause of

back pain were over 50 years of age. Thus, if one used age
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TABLE 1

Risk-Benefit and Cost-effectiveness Ratios

at Different Frequencies of Serious Disease*

Probability of

Serious

Disease, %

Risk-Benefit

MilUrads

per Day of

Suffering

Adverted

Cost-

effectiveness

Dollars per

Day of

Suffering Averted

0.2 3,188 2,072

0.4 1,720 1,118

1 858 558

1.5 526 343

2 378 246

5 140 91

10 66 43

15 42 28

• Marginal risk-benefit and cost-effectiveness ratio defined as (millirads or dollars for

roentgenogram strategy millirads or dollars for no roentgenogram strategy) divided by

(days suffering associated with no roentgenogram strategy minus days suffering as-

sociated with roentgenogram strategy).

Reproduced by permission of Drs. Matthew Liang and Anthony Komaroff, Archives

of Internal Medicine, Vol. 142, Page 1,111, June 1982.

greater than 50 as a predictor of fracture, the likelihood based

on this sample would increase to 10 percent.

Objective

This paper surveys clinical data that is used to identify

patients with back pain who require more intense therapeutic

intervention with the intent of defining a rational, cost-con-

scious approach to the diagnosis and treament of back pain. To
accomplish this, the causes of back pain are classified by

potential outcome and utility of therapeutic intervention, the

clinical data useful in identifying patients in each class are

described, and a strategy algorithm is utilized to illustrate a

diagnostic and therapeutic process.

Classification of Back Pain

From a decision-making point of view, it is useful to consider

the causes of back pain according to their expected outcomes

and response to therapeutic interventions. Three classes are

identified (see Table 2):

I. Illnesses that are acutely disabling, but either self-limited or
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responsive to conservative therapy.

II. Illnesses that are potentially life-threatening or disabling,

for which therapy is available and imperative.

III. Illnesses that are potentially disabling, for which surgical

interventions may be indicated.

A distinction is made between diagnoses that explain a set of

symptoms and those that dictate a more aggressive approach to

therapy. Diseases that cause back pain, but are unlikely to

influence initial therapy, include spondylolisthesis without neu-

rologic deficits, degenerative disc or apophyseal joint disease,

mild to moderate scoliosis, and transitional vertebrae. A delay

in diagnosis in this group would not significantly affect the

outcome, as a course of conservative therapy would generally be

prescribed in any event.

Not figured into this equation is the value attached to know-
ing the diagnosis. In the event that the reassurance obtained by
the patient would offset in his mind the cost of X-ray and
diagnostic studies, a different approach might be taken. Inciden-

tally, we have avoided the issue of diagnostic studies, which are

done for purely medicolegal issues.

Estimates of the probabilities of each class, based on the

available data are listed in Table 3. Most studies agree that the

prevalence of simple mechanical back pain is in excess of 90

percent. Therefore, the avoidance of unnecessary diagnostic and
therapeutic procedures in this group is appropriate. Therefore, it

would be ideal if very sensitive and highly specific tests were

available to identify this group positively. Unfortunately, such is

not the case, so that to some extent they must be identified by
the absence of risk factors for more serious illnesses.

The strategy algorithm has been divided into three parts to

conform with this classification. Each section is explained in the

accompanying text.

Identification of Patients with Back Pain due to Dlness That
Are Acutely Disabling But Either Self-Limited or Responsive to

Conservative Therapy (Figure 1)

Back pain, in 90 percent of patients, is acute, diagnostically

nonspecific, and either self-limited or it responds well to con-

servative therapy. The cause of such back pain include

musculo-ligamentous strain, facet-joint imbalance and non-

neurologic disc herniations. To distinguish between these causes

is difficult and usually unnecessary.

^

The pain is most often sudden in onset and both precipitated

TABLE 2

Causes of Back Pain

Related to Natural History and Response to Therapy

I. Illnesses that are acutely disabling, but either self-Umited or respon-

sive to conservative therapy.

Musculo-ligamentous strain

Facet joint imbalance

Degenerative disc disease without nerve root impingement

Spondylolisthesis without nerve root impingement

Mild to moderate scoliosis

Transitional vertebrae

II. Illnesses that are potentially life-threatening or disabling for which

therapy is available and imperative.

Non-mechanical disease presenting as back pain

Osteomyelitis, disc space and epidural infections

Primary and metastatic malignancies

Inflammatory spondyloarthropathies

Vertebral fracture

III. Illnesses that are potentially disabling for which surgical intervention

may be indicated.

Herniated intervertebral disc with nerve root impingement

Spondylolisthesis with nerve root impingement

Spinal stenosis with nerve root impingement

and made worse by mechanical stress. It is improved by bed
rest. It is usually localized to the L/S area but may radiate into

the buttock, hip, or thighs. It is not associated with sciatica,

which by definition is pain that radiates or extends into the

lower leg or foot. The pain is exacerbated during range of
motion examination. Flexion is often diminished and there may
be loss of normal lumbar lordosis. Traction maneuvers are

negative and the neurologic examination is within normal limits.

The usefulness of X-ray examinations in evaluating patients

with simple mechanical back pain has been studied by several

authors.'’ 5.
« Although back X-rays are costly, their contribution

to diagnosis is variable and they often have little effect on
therapeutic decisions. Therefore, their use in this group of

patients is best restricted to those who do not respond to

conservative therapy, or who have chronic pain but have not

previously been X-rayed.

The response of patients with simple mechanical back pain to

conservative therapy is prompt. “ In most instances, improve-

ment can be expected to begin within one or two days and
progress to an asymptomatic state within two to four weeks.

FIGURE 1

ALGORITHM — Class I

ILLNESSES THAT ARE ACUTELY DISABLING, BUT EITHER SELF-LIMITED

OR RESPONSIVE TO CONSERVATIVE THERAPY

Was pam precipitated by

trauma or mechanical stress

NO Consider non- mechanical or serious cause

PRESENT Consider serious cause

YES Risk factors?

YES Consider need for surgical therapy

ABSENT Neuro. deficit?

Consider underlying structural

CHRONIC problem or serious disease

NO Acute or chronic?

Consider serious

NO RESPONSE disease

ACUTE Trial of therapy

RESPONSE Prophylaxis
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TABLE 3

Class of Illness Prevalence

1. Illnesses that tire acutely disabling, but either self-

limited or responsive to conservative therapy, ±91%
II. Illnesses that are potentially life threatening or

chronically disabling for which therapy is available

and imperative. ± 2%
III. Illnesses that are potentially chronically disabling for

which specific therapeutic interventions may be in-

dicated ± 7%

TABLE 4

Non-Mechanical Causes of Back Pain

1. Inflammaton’/Infectious 3. Vascular

Retroperitoneal abscess Aortic aneurysm and dissection

Pancreatitis Retroperitoneal hemorrhage
Pelvic inflammatory disease

Prostatitis
4. Peptic ulcer

Pyelitis 5. Ureteral colic

Herpes zoster
6. Dysmenorrhea

2. Neoplastic

Uterine carcinoma 7. Endometriosis

Retroperitoneal lymphoma
Pancreatic carcinoma

8. Ovarian cyst

Colorectal carcinoma

Prostatic carcinoma

Renal carcinoma

9. Pregnancy

Unresponsiveness to conservative therapy is considered by most

to be an indication for additional diagnostic studies. ^ The poten-

tial drawbacks are the serious consequences of a delay in

diagnosis and the additional pain and suffering that might have

been avoided by a more agressive diagnostic approach.

These are unlikely consequences as the prevalence of serious

disease in this group of patients is extremely low, and the

probability that an X-ray would identify a lesion, even if

present, is considerably less than 100 percent, ^ Thus, delaying

X-ray or other diagnostic studies until bed rest and analgesics

have been tried is reasonable.

The recurrence rate among first-time sufferers of back pain is

high. In the study of Dillane et al., 44.6 percent of those with an

initial episode during the study period had a recurrence within

four years. This was four times higher than the estimated 11

percent occurrence rate for the population as a whole. Recur-

rences were unrelated to age, sex, or the presence of referred

pain. They were more likely in patients who had definite neu-

rologic deficit and in those whose pain lasted for more than two

weeks during the first episode.'’

Efforts to reduce these recurrences are warranted but whether

additional diagnostic studies are useful is unknown. Certainly,

m.ultiple recurrences deserve investigation of possible underlying

structural abnormalities. Patients with chronic persistent back-

pain deserve a complete physical examination. X-rays, and

orthopedic consultation to rule out serious disease or structural

abnormalities.

Identification of Patients Who Have Back Pain Due to Illnesses

That Are PotentiaUy Life-Threatening or Chronically Disahling

for Which Therapy is Available and Imperative (Figure 2)

Patients with illnesses that are unrelated to the spine or its

Was pain precipitated by

trauma or mechanical stress

FIGURE 2

ALGORITHM — Class II

ILLNESSES THAT ARE POTENTIALLY LIFE THREATENING OR DISABLING

FOR WHICH THERAPY IS AVAILABLE AND IMPERATIVE

Consider non-mechanical cause of back pain

Tenderness over spine,

NO Diminished ROM’’
Hospitalize, emergency consultation: consider

pathologic fracture, epidural abscess, etc.

YES Neuro. Exam

Appropriate w/u for SBE, osteomyelitis, pathologic fractures, etc.

Hospitalze, emergency consultatKxi

Neuro.

COMPRESSION FX Exam

YES Risk Factors?

NO RESPONSE Scan, consultation

NEGATIVE Trial of therapy

NEGATIVE X-ray

RESPONSE Prophylaxis

Bedrest/Prophylaxis

OTHER X-RAY ABN Do appropriate w/u

Hospitalize, consultation

INFECTION Neuro- Exam

MALIGNANCY Neuro. Exam

NEGATIVE Appropriate w/u infect cause

POSITIVE Hospitalize, consultation

NEGATIVE Appropnate w/u for neoplasm

INFLAMMATORY OZ X-ray for spondyloarthropathy

Consider back pain due to HNP, spinal stenosis, etc.
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supporting structures may also present back pain to the physi-

cian. These illnesses are listed in Table IV. Back pain due to

disease of the spine is usually precipitated by mechanical stress,

and will generally improve with bed rest. Back pain, which

begins without obvious cause continues at rest and is unrelated

to movement, should be considered due to nonmechanical

causes.

Pain that is not precipitated by mechanical stress but is

worsened during range of motion examination, is accompanied

by tenderness or percussion of the spine and is not relieved by

rest may have a serious underlying cause, e.g., SBE, pathologic

fracture, or osteomyelitis. Patients with serious diseases may
also present themselves with relatively mild back pain, which

responds initially to bed rest. They may be identified by certain

risk factors and the lack of progressive response to conservative

therapy.

5

Diagnosis of compression fracture should be considered in

any patient who has a flexion-type injury or in patients who are

at risk for osteoporosis, such as females over 50 years of age, or

patients on long-term corticosteroid therapy. X-rays are defi-

nitely indicated and usually diagnostic; however, determining

the age of the fracture may be difficult unless old films are

available for comparison. As with the above illnesses, com-
pression fractures are often accompanied by tenderness on
percussion over the fractured vertebra. This finding is useful

also for localizing X-ray studies.

Risk factors for the infectious diseases include fever, weight

loss, and anorexia. The use of intravenous street drugs increases

the likelihood of osteomyelitis and disc space infections. Sub-

acute bacterial endocarditis is often accompanied by back pain,

sometimes for obscure reasons.

A history of cancer (especially breast, lung, prostate, thyroid,

and renal ia a clue to metastatic disease, along with the above

constitutional symptoms. In patients with these risk factors, X-

rays should be considered early in the course of the illness. It

should be kept in mind, also, that roentgenograms are often

falsely negative, especially during the first few weeks, and that

appropriate isotopic scans may be required.^

The presence of the significant neurologic deficit in patients

with back pain together with the above risk factors demand

emergency diagnostic and therapeutic intervention and usually

mandate hospitalization and consultation. Thus, doing a careful

neurologic examination is critical in this group of patients. A
negative neurologic exam allows a more deliberate approach,

with hospitalization and consultation dependent on the pain, the

presence of tenderness on percussion and the results of X-ray

examinations.

Uncommon but therapeutically important causes of back pain

include ankylosing spondylitis and other spondyloarthropathies

(due to rheumatoid arthritis, inflammatorly bowel disease, Re-

ither’s syndrome, etc.) These illnesses are characterized by pain

and stiffness of the lower back, which are prominent on arising

but which improve with exercise. The onset of symptoms is

gradual and the pain has usually been present for at least three

months by the time the patient is first seen. Patients are general-

ly under 40 years of age. These conditions are accompanied by

typical X-ray changes in the sacro iliac joints.’

Indentification of Patients With Back Pain Due to Illnesses That

Are Potentially Disabling for which Surgical Intervention May
Be Indicated (Figure 3)

Nerve root compression, resulting from a herniated disc,

spondylolithesis, or spinal stenosis may result in permanent

disability. Surgery, chemonucleolysis, or epidural block may be

the treatment of choice in these patients. Thus, identification of

this complication is important. It may be identified by pain

radiating down the sciatic nerve, positive response to traction

maneuvers, or deficits noted on neurologic examination.

Sciatic pain is low back pain that radiates into the lower leg,

foot, or both. It may be described as shooting, burning, or

sharp. It is often worsened by cough, sneeze, or strain.

Traction maneuvers are useful when positive, but their

absence does not rule out nerve root impingement. Straight leg

raising is positive if radicular symptoms are precipitated when
the affected leg is raised to 45 degrees. Crossed leg raising is

positive if the radicular symptoms are precipitated when the

opposite leg is raised.

Although X-ray examination may be a reasonable next step if

sciatica and traction manuevers are present or positive, neither

finding mandates hospitalization or consultation. If serious

disease is ruled out, conservative therapy is almost always

suggested. It is the neurological examination that dictates

whether surgical intervention should be considered. A screening

neurologic examination should include the following:

• Deep tendon reflexes at knee and ankle.

• Testing of motor function of foot, to include dorsiflexion,

inversion, and eversion of foot (this may be done simply by

asking the patient to walk on his or her toes and heels) and

dorsiflexion of big toe.

• Sensory examination of those patients who have noted

paresthesias or other sensory dysfunction.

Common neurologic abnormalities associated with root

FIGURE 3

ALGORITHM — Class III

ILLNESSES THAT ARE POTENTIALLY DISABLING FOR WHICH
SURGICAL INTERVENTIONS MAY BE INDICATED

NO Consider non-mechanical and/or serious cause

Was pain precipitated by
trauma or mechanical stress

YES Risk factors?

PRESENT Consider serious cause

YES

Evidence of nerve

ABSENT root impingement

ABNORMAL

ABNORMAL DTR/
SENSORY EXAM X-ray

MOTOR ABN X-ray, consultation

Neuro. Exam

NORMAL Trial of therapy

NO RESPONSE X-ray

RESPONSE Prophylactic therapy

NO Consider back pain requiring conservative therapy only
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REAL ESTATE
OPPORTUNITIES

FOR BOAT LOVERS!
MAKANI KAI MARINA

This unusually spacious view townhome
comes with a boat slip for 34’ boat! Access to

open ocean — also a lovely recreational area
with pool. Two bedrooms, two baths, lanai —
a former three bedroom unit. Lease. $165,000.

Harry Holmberg (R) 254-3174

KUKILAKILA
A lakefront townhouse development. Put
your boat in the water from the boat launch,
or swim in the pool, play paddle tennis. A
beautiful two or three bedroom, two-story
townhome with large outdoor living area and
its ovim garage. Lease $145,000

Glenn Bean (RA) 262-8722

LTD., REALTORS

A JEWEL ON THE AVENUE
Kahala, that is!

v'inam
’ fii’iiii
if fi Mill
i/v«iaBi

I
'iTi

French doors beckon you to explore this Kahala two-story

mini mansion with 2 bedrooms, 2 baths and one-bedroom
guest cottage, plus studio quarters Offered in Fee Shown
by appointment only $1,550,000 00

Susan L Burgess (RA) 734-4242

HILL & CO.
specialists m fine residential properties

TURKEY,
ANYONE?

'C/t

We don’t recommend killing a

goose, that lays golden eggs . . .

But if you haven’t seen any golden

eggs lately, could it be that what you
have is a turkey?

For all of your real estate needs, call

25 KANEOHE BAY DRIVE
KAILUA, HAWAII 96734
Telephone 254-3521

HONOLULU
373-9844 Spencer/Sewell Realty, Inc.

975 Kapiolani Blvd (808) 537-551

1

Earl Thacker Lt(j.
SINCE 1930, a TRADITION in HAWAII'S REAL ESTATE INDUSTRY

Turtle Bay

Kuilima Estates East
Country living resort style in choice 1

bdrm/1 bath townhome. Opportunity is now
in expanding resort community $95,000 L.

Also 2 bdrm/2 bath 1129 sq. ft. townhome
nearby. $160,500.* Vacation rentals avail-

able.

Shirley Andrews (RA) 637-9212

2222 Kalakaua Avenue. Suite 1415, Phone 923-7666

GOOD CONDOMINIUM BUYS
MOUNTAIN TERRACE $267,500

Super luxury decorator model. 1,644

sq. ft. Corner unit. Enjoy the quiet &
solitude of this prestigious bldg.

Ocean views from every room. New
pool, rec. deck. Easily shown. You
will be impressed.

OCEANFRONT AT WAIKIKI SHORES $198,000

Two bedroom corner unit with un-

obstructed ocean views. Excellent
rental income. Owner can carry long

term agreement. Recently upgraded,

CANTERBURY PLACE $189,000

Famous "D" corner unit. A one
bedroom unit with 5 rooms and near-

ly 1200 sq. ft. Two lanai's, spa, heated
pool, sauna. Excellent management,
Terms.

‘ 922-4622 • 395-6524
2222 Kalakaua Ave . Suite 713. Honolulu, Hawaii 96S15

REDUCED & ANXIOUS

ON OAHU’S NORTH SHORE
by AlUgator Rock. This custom executive BEIACHFRONT
home is a great buy. 4 Bdrms. baths plus a separate

OFFICE AREA, or guest quarters. The living room features

teak paneling, cathedral ceiling & ceramic tile window sills.

The sliding glass doors open to a large deck over looking the

beach. The spacious kitchen & dining room also ecgoy views

of the ocean. We're anxious to sell and looking for offers. Fee

$299,000- Call us for our brochure on this & other North
Shore properties.

AAananne
Abrigo, Properties

P.O. Box 667, Halelwa, Hawaii 96712 637-3511

CDMG6DE TOWED U

Imaginative design \& apparent throughout this elegant

apiarlmcnt Only two units per floor gives each residence

the pnvacy of a home This unit has been designed by

Norm Lacayo with oak furniture throughout over 1600 sq

ft., of living area plus a tiled lanai screened for more

privacy Amenities include- 2 swimming pools, whirlpool,

barbeque area, guest parking, exercise room & tennis

court, plus 24 hr security guard $299,950 (L)

David Inaftiku (D) (808) 735-3404

siArk
RtAi.rt

(808) 944-8744

DOWSETT POINT: In-Town Hideaway!
Charming 1 bed

,

1 bath w/TENNIS COURTS! 10% down O.K
$107,000 IS super bargain! Great tor young executive'

THE TOWNHOUSE: Adults Please!
Spacious 2 bed

,
1 bath 1042 gross sq. ft. for

$85,000! Perfect for the threatre/An hounds!
Hop to Academy/NBC Pool/covered park-

ing VA/FHA Approved 5% down FHA avail-

able Makiki

PROSPECT TOWER: Makiki
Ocean view 2 bed

,
2 bath 910 sq. ft gross Adults only w/mostly

owner occupants and a super well kept building $99,500 only

Quiet convenient location, 10% down FNMA O K Must sell in

1986'

VILLAGE MALUHIA: Starters.
2 bed .

1 bath OCEAN VIEW Units VA/FHA Approved 5% FHA
0 K #807 — $78,000 #903 — $79,000 Full modern appliances
and luxurious amenities Secured Makiki

LAKEVIEW ROYAL: Salt-Lake.
3 bed., 2 bath 945 sq ft loads of storage Pool, parking. WALK TO
SALTLAKE SHOPPING CENTER $72,000 is a BARGAIN' 10%
down FNMA 0 K

KINGS GATE #1801: Mid-Executive.
Luxurious 2 bed , 2 bath Corner unit w/CiTY/MTN VIEWS
Modern appliances inci microwave Luxury amenities $119,000 is

super buy. VA/FHA APPROVED means LOW DOWN'

Call CHU LAN or JOHN SHUBEHT (R) FOR SHOWINGS
|

SHUBERT PROPERTIES 538 -350o'
1 laa Sonoo Sireei Suite 2001 • Monotuiu vuwoii OCi0 MLS

WAIALAE IKI RIDGE
NOT TOO BIG AND NOT TOO SMALL . . .

but just right for the couple or small family.

Thrill to the magnificent ocean view while

you dine alfresco on the wrap around lanai.

Two bedrooms, two baths, formal dining

room and an affordable price. $389,000 (L)

Vi Dolman (R) 373-4883

dolman
associates •>«(

REALTORS
since 1957
531-6488



REAL ESTATE
OPPORTUNITIES

Conley Dew of Course.

51-247 KAMEHAMEHA HWY.
AFFORDABLE FEE SIMPLE
beachfront retreat. Private & Quiet . . .

just steps to white, sandy beach; swim,

fish or sail. Great year-round; Hui to

share, or a corporate retreat.

$350,000 (FS) MLS26436

CAROL STINE (RA) 395-2919

CLORin DRMRON RS50C. INC.
KAHALA OFFICE

732-1414

HAWAII KAI OFFICE
395-7522

Magnificent Estate
Almost 1.5 acres of sweeping lawns, flowers, flowering shrubs and

mature shade trees. Older, beautifully remodeled home with cathe-

dral ceilings and fireplace. Panoramic views to Diamond Head, ocean,

city & mountains. Fee Simple. Shown by appointment only.

Barbara Daw (R) 595-3730

Shown by Appointment
Black Point Ossipoff home with pool, courtyard, wine cellar. 4 bdrm $670,000 (L)

Makiki Mott-Smith Dr. Majestic home & setting, over 5,000 sq. ft. $670,000 (FS)

Waipk) Gentry Shows pride of ownership. 3 bdrm, 2 bath, courtyard. *1208 $165,000 (FS)

Kailua 3 bdrm, 2 bath, large farriily room, large lanai. 10500 sq. ft $198,000 (FS)

Hawaii Kai Mariners Ridge. 3 or 4 bdrm, pool with slide, spa in gardro $239,000 (L)

CoiileyDew
333 Queen St. • Suite 710 • Honolulu, HI 96813

A Real Estate Corporation

(808) 524-2844

LOCATION
LOCATION

LOCATION
With Honolulu’s traffic woes getting steadily worse
(and absolutely no solution even on the drawing
boards), we invite you to consider the convenience of

these two new listings. Both are fee simple, and in

excellent close-in neighborhoods.

“Old Manoa”
a 3 bedroom, 2 bath 1 -story home with formal dining

room and beautiful gardens, close to Punahou
School. The same owner-occupant for many years —
and how it shows! $425,000.

Dowsett Highlands
2 bedroom, 2 bath main house with fireplace and a
separate cottage. Sweeping views of mountains, and
green Oahu Country Club fairways, to downtown
Honolulu. $395,000.

Eind AgrSociatcd’ DcalbiS

Aina Haina Shopping Centre, Suite 126

820 W. Hind Drive, Honolulu, HI 96821 • (808) 373-9869

PENTHOUSE EXTRAORDINAIRE

A VIEW FROI4 THE TOP OF THE WORLD
1350 Ala Moana

One of only two — 3 bedroom, 3 bath units in the

building and this one’s on top! Experience exclusive,

spacious executive living in this luxury residence. For

private showing,

Call: Jane Dunn (R) 373-3227

Ontun^ KAHALA HALE, INC.

4747 Kilauea Avenue, Suite 212

Honolulu, Hawaii 96816

'® (808) 735-7888



lesions are illustrated in Figure 4.

Foot drop or other significant motor loss is an indication for

prompt referral to an appropriate specialist. Consultation may
also be appropriate where lesser degrees of motor weakness are

present; however, surgery may not be necessary or desireable in

this instance.

5

Discussion

Since the beginning of our profession, physicians have made
decisions under conditions of uncertainty. In the past few years,

however, the pressures to improve our diagnostic accuracy have

increased so dramatically that finding ways of doing so are

critical. A tool that identifies important decision points and
defines what knowledge is needed to guide this decision is

potentially useful.

A strategy algorithm has been utilized to illustrate the deci-

sion-making process. Ideally, it would describe the exact steps a

physician should take in caring for a particular patient. Un-
fortunately, it is not possible to generalize about a process that

requires an individualized approach each time it is utilized.

The value of a strategy algorithm lies in the way in which it

defines the basic data required to make decisions, illustrates a

stepwise approach to a final therapeutic conclusion, explores the

need for more diagnostic information, and outlines the conse-

quences of its collection. It is most useful when these conse-

quences can be predicted with accuracy.

The rules we have described for making predictions in patients

with back pain (clinical prediction rules) have not been validated

by careful epidemiologic study. Diehl and Deyo tested a similar

group of risk factors and found them to be sensitive (i.e., they

identified 100 percent of patients with serious disease) when
considered as a group and used as criteria for the use of X-rays.

They were not able, however, to determine the predictive

value of specific signs and symptoms such as the presence of

fever, history of drug abuse, unexplained weight loss or the use

of steroids. The potential value of this type of data is obvious;

however, until it is available, clinicians will continue to be

dependent on their intuition to help with individual decisions.
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Continuing
Medical
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CALENDAR OF ACCREDITED
EVENTS-CATEGORY 1

Accredited Programs of CME allow one unit of AMA credit for

each hour of instruction excluding all “breaks.” Some programs
also are accredited for AAFP prescribed credit.

LOCAL ACCREDITED PROGRAMS
ONGOING

For a complete list of ongoing programs, please refer to the

September 1985 issue of the HAWAII MEDICAL JOURNAL.
Further information is available through the individual institu-

tions or through the HMA’s CME Department.

SPECIAL EVENTS
All special events should be confirmed with the CME program

sponsors, as cancellations are not necessarily reported to the

HAWAII MEDICAL JOURNAL.

Dec. 21-27, Allergy, Immunology and the Practicing Physi-

1986 cian. Symposium Maui Inc., Joe Harrison, MD,
P.O. Box 10185, Lahaina 96761, (808) 661-8032.

Location: Royal Lahaina, Kaanapali, Maui.

Dec. 27,

1986 -

Jan. 3,

1987

Advances in Internal Medicine, University of

Washington School of Medicine, Continuing

Medical Education, Health Sciences Center

E-303, Seattle, Wash. 98195, (206) 543-1050.

Location: Sheraton Kauai.

Dec. 28-

1986

Jan. 3,

1987

Psychiatry and the Practicing Physician, Sym-
posium Maui Inc., Joe Harrison, MD, P.O. Box

10185, Lahaina, HI 96761, (808) 661-8032. Loca-

tion: Royal Lahaina Resort, Maui.

Jan. 7-14,

1987

A Conference On Love and Sexuality, and On
Women and Men as Loving Allies, Dr. Joyce

Jennings, president, HPI, P.O. Box 226, Clay-

mont, Del. 19703, (302) 475-0693. Location:

Turtle Bay Hilton, Oahu.

Jan. 18-24,

1987

ACOG CME, American College of Obstetricians

and Gynecologists, 600 Maryland Ave. S.W.,

Washington, D.C., 20024, (202) 638-5577, Dr.

Harrison C. Visscher. Location: Kauai.

Jan. 26-30,

1987

Fifth Annual Hawaii Conference on Gas-tro-

intestinal and Hepatic Disease, Honolulu Medi-

cal Group Research and Education Foundation,

Gary Glober, MD 1380 Lusitana St., Honolulu

96813. Location: Hyatt Regency Maui.

Feb. 1-7,

1987

Eighth Annual Royal Hawaiian Eye Meeting,

Hawaiian Eye Foundation, John Corboy, MD,
606 Kilani Ave., Wahiawa 96786-1993, (808)

621-8448. Location: Kona Surf, Big Island.

Feb. 17-21, Current Problems in Internal Medicine, William

1987 L. Nietz, Division of Education, Mayo Clinic,

Rochester, Minn. 55905, (507) 284-2085. Loca-

tion: Maui Marriott.

Hawaii Medical Journal—Vol. 45, No. 12—December 1986 453



Over the
Editor’s
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CHATTANOOGA CORP. HAS IN-

TRODUCED A NEW COMPRE-
HENSIVE CONTINUOUS PASSIVE
MOTION UNIT—Continuous passive

motion has recently emerged as a therapy

in postoperative procedures for the hip

or knee joint. Clinical studies have

shown that key patient benefits from this

therapy are increased range of motion,

reduced edema, and a shorter hospital

stay. AutoFlex II offers the most asked-

for features in combination with a price

far below most comparable units on the

market today. AutoFlex II is easy for the

therapist or patient to use. No modi-

fication is required for left or right leg

application and the unit has an ad-

justable thigh segment that allows adjust-

ment to conform to the height of the

patient. Low voltage (24v) electric com-
ponents are utilized in the unit for safe

operation. AutoFlex II allows hyper-

CLASSIFIED NOTICES

To place a Classified Notice call Margie at 521-0021.

4 line minimum, approximately 5 words per line.

Payment must accompany order.

SERVICES

THE COMPUTER TUTOR
• PC Tutoring for professionals
• PC Customizing & Project Design
EXPERT, CONFIDENTIAL, PRACTICAL
Call Berk Fuller, M.Ed. at 948-BERK

REAL ESTATE

BIG ISLAND OF HAWAII
Country living at it's best in this nearly

new 4 bdrm., 3 bath home inch study,

formal dining rm., 15'x30' spacious
entertainment rm., 4 car garage & large

private intimate garden area with 8' oc-

tagon hydra-spa & wet bar. Top of the

line appliances in this ceramic tile

gourmet kitchen. Satellite TV dish.

Room for a tennis court & other develop-
ments on this FEE SIMPLE 3 acre land-

scaped estate. Only $198,500. PER-
REIRA PROPERTIES P.O. BOX 430

Pahala, Hawaii 96777. Phone 928-8588.

(Free brochure of all of our listings
available)

EMPLOYMENT OPPORTUNITIES

PHYSICIAN OPPORTUNITIES
Immediate openings for physicians with

experience in the fields of G.P., psy-

chiatry, pediatrics, pathology, internal

medicine, OBGYN, family practice,

urology or ER medicine to provide cov-

erage to the Sex Abuse Treatment Cen-

ter located at Kapiolani Women's & Chil-

dren's Medical Center. Responsibilities

include providing patients with medical
care & gathering medico-legal evidence.

Must have own malpractice insurance.
For more information, call 947-8337.

PHYSICIANS NEEDED
Occasional assistance in administering
physical exams to young men & women

applying for the Armed Forces.

Hours dependent on number of physicals

to be given, but usually 4 to 6 hours.

Compensation is $125 to $150 daily.

No malpractice insurance required.

Interested physicians should contact

Dr. John Kustermann, 300 Ala Moana Blvd.

Rm. 3307, Hon. HI, 96850-0001

Ph. (808) 541-2997.

extension (minus 5 degrees) to full knee

flexion. Inexpensive AutoFlex II liners

are available for single patient use. For

information on AutoFlex II, contact

Chattanooga Corp., 1-800-582-7329,

Chattanooga, Tenn. 36405.

NURSING STUDY EXAMINES
BURNOUT AND THEFT— The “aver-

age” nurse in a recently released study

extended her work breaks each week

without authorization by more than 25

minutes. All nurses anonymously com-

pleted both the Personnel Selection In-

ventory (PSI), published by London
House Inc., and the Staff Burnout Scale

for Health Professionals, developed by

Jones. They anonymously completed be-

havioral checklists that measured how
many minutes a week they typically ex-

tended, without authorization, both their

work breaks (i.e., lunch/supper breaks).

The major results revealed that nurses

who extended their work breaks without

authorization were more burned-out than

nurses who strictly adhered to their

work-break schedules. Possibly, work-

break extensions reflect the nurses’ need

to get away from dealing with patients

and other job responsibilities or their

need to take extra time to unwind and

recover from especially stressful periods

at work. Copies of this study are avail-

able from London House Inc., 1550

Northwest Hwy., Park Ridge 111. 60068.

ANAYTICAL GRAPHICS USED IN

WRITING OF SCIENTIFIC ARTI-
CLES — A scientific graphing program

for the Apple lie and lie has been pub-

lished by Scientific Software Products

since 1983. The new, enhanced version of

the program brings extensive graphic

capabilities to the existing HSD line of

statistical analysis software. The drop-

ping of copy protection is a direct

response to customer requests for pro-

grams that can be backed up and used

with RAM disks and hard disks.

Analytical Graphics, Version 3, utilizes

either 64k or 128k in an enhanced Apple

lie or lie. Analytical Graphics offers sci-

entific graphics and a data base and is

easier to use than pencils and graph pa-

per. It is a sophisticated system that was

written by a biochemist for research and

data analysis. It is a Cartesian coordinate

graphics system that automatically gener-

ates a graph in standard scientific format

from any list of data.

Analytical Graphics is a powerful re-

search tool. After entering data, a scien-

tist can save it, retrieve it, and compare it

visually with any other data set. Scien-

tists and businessmen can use the pro-

vided functions for error bars, smooth-
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ing, interpolations, and linear regression.

A set of standard routines allows the user

to read interpolations, derivatives, and

integrals directly from the graph itself.

In addition, the autoscaling feature

permits plotting an infinite number of

data sets on the same graph. It also

ensures that all of the graphs are drawn
to the proper scale. Analytical Graphics

is easy to learn and use. The program
presents a series of option screens for the

selection of bar graphs, point graphs,

symbols, error bars, interpolation modes,

decimal, integer, and logarithmic scales.

Changing the format of a graph takes

only a few seconds. Analytical Graphics

is priced at $150 complete, for use with

the Apple He enhanced, or the Apple 11c

with two disk drives, Apple DOS 3.0 and

an optional Epson printer.

CORONARY HEART DISEASE IS

THE NO. 1 KILLER OF AMERICANS
STRIKING MORE THAN 63 MILLION
PEOPLE EACH YEAR—But there is

good news: Long-term epidemiological

studies conducted with Eskimo, Dutch,

and Japanese, all of whom eat a diet high

in cold-water oily fish rich in the two
omega-3 fatty acids EPA (eicosapen-

taenoic acid) and DHA (docosahexaenoic

acid), showed that these groups had a

lowered incidence of coronary heart dis-

ease. The omega-3 fatty acids get their

name from their molecular structures and
are found primarily in cold-water oily

fish such as sardines, salmon, tuna,

mackerel, and herring.

Americans consume only 14 pounds of

fish per year, as compared with the

Eskimos, who consume an average of

300 pounds of fish per year. But, even at

two servings of fish a week, the average

American diet is still not likely to contain

as much of these omega-3 fatty acids as

the Eskimo diet.

A new dietary supplement called

Promega might help. Introduced this

month by consumer health products

group of Warner Lambert under the

Parke-Davis trademark, Promega is a

sensible addition to a total coronary

preventive dietary plan. (From Cohn &
Wolfe.)

THE LABORATORY BLOOD BANK
AT ST. FRANCIS HOSPITAL, UN-
DER THE DIRECTION OF YOUNG K.

PAIK, MD, HAS BEEN GRANTED
RENEWAL OF ACCREDITATION BY
THE AMERICAN ASSOCIATION OF
BLOOD BANKS— It is not legally nec-

essary for a blood bank to be accredited,

but the facility has sought accreditation

because it represents a level of profes-

sional and technical expertise and assures

the ability to provide higher-quality

blood, blood components, and other

services to patients.

NO MORE THAN EIGHT PER-
CENT OF PSYCHIATRIC PATIENTS
REPORTED HOSPITALIZED AT
ANY ONE TIME IN U.S.S.R.— From
CNS Newstips, The Upjohn Co. Accord-

ing to a report from the Bekhterev Scien-

tific Institute for Psychoneurological Re-

search in Leningrad, no more than eight

percent of psychiatric patients in the So-

viet Union are hospitalized at any one

time. That dramatically low figure was
achieved through the establishm.ent over

the last 20 years of a nationwide network

of psychoneurological dispensaries — in

effect, outpatient clinics.

Treatment is based on a system of

ongoing study and follow-up care that

permits active intervention when the pa-

tient’s condition warrants it. The partial

hospitalization program includes
sheltered workshops and both day and
night hospitals, all supervised by the dis-

pensaries which are, in turn, linked to

major medical facilities.

Most of the direct contact with pa-

tients in the psychoneurological dis-

pensaries is handled by district physicians

and nurses, with the emphasis on partial

hospitalization whenever possible. The
Soviets say the system is quite effective,

more acceptable to the patient and cost-

effective.

PERMARK EQUIPS BREAST-RE-
CONSTRUCTION SPECIALISTS
WITH A METHOD TO MATCH
AREOLA NIPPLE COLOR WITHOUT
PREVIOUS PROBLEMS— From Silver

man, Heller Associates. Matching the

areola nipple color on a reconstructed

breast to the other breast, following

mastectomy, is being accomplished suc-

cessfully by tattooing pigment for the

reconstructed areola nipple. The surgical

pigmenting instrument used is the Per-

mark Enhancer made by Permark Corp.,

Glenpointe Centre East, Teaneck, N.J.

07666.

According to the latest available fig-

ures from the U.S. Department of Health

and Human Services, 100,(X)0 breast re-

constructions were being performed in

the U.S. in 1984.

LUNG CANCER DECLINES
AMONG WHITE MALES—From Ha-
waii Cancer Infoline. For the first time in

half a century, the incidence of lung

cancer has dropped significantly for

white men in the U.S. The dramatic de-

crease in new lung cancer cases in white

men was attributed for the most part to a

sharp decrease in smoking that began

more than two decades ago.

“This proves that people can success-

fully reduce their cancer risk by quitting

smoking or not taking up the habit,”

said Dr. Vincent DeVita Jr., director of

the National Cancer Institute, which is-

sued the report.

By the same token, a six percent rise in

lung cancer among women was attributed

to increased smoking by young women.

HEALTH INSURANCE — From the

Honolulu Star-Bulletin. Although many
of them are employed, millions of Amer-
icans have no private or government-

sponsored health insurance. Some small

companies and self-employed persons are

unable to pay rising premiums. Also ex-

cluded are children of workers who have

dropped their dependents from insurance

coverage because of the cost.

And the numbers of uninsured are ris-

ing. There were about 28.6 million un-

insured in 1980 and 35 million in 1984.

Moreover, crackdowns by government

and private insurers have made it dif-

ficult for hospitals to pay for the treat-

ment of the uninsured by charging other

patients more. One study found that

about one million families were refused

medical care for financial reasons in

1982.

There is a joint federal-state program,

called Medicaid, to assist the medically

indigent. But Medicaid now covers only

46 percent of all poor families, compared
with 63 percent in 1975.

The cost of medical care has soared far

ahead of other living costs in recent

years, and the need to control that cost is

widely recognized. But we must not

achieve economies at the expense of the

health of our neediest citizens.

No one should have to go without

medical care in this country because he

or she can’t afford it. The Medicare pro-

gram must be given the resources it needs

to provide for those now going without

treatment.

U.S. AIDS UPDATE — Between June 1,

1981, and Jan. 13, 1986, physicians and
health departments in the United States

notified the Centers for Disease Control

of 16,458 patients (16,227 adults and 231

children) meeting the acquired im-

munodeficiency syndrome (AIDS) case

definition for national reporting. Of
these, 51 percent of the adults and 59

percent of the children are reported to

have died, including 71 percent of pa-

tients diagnosed before July 1984. The
number of cases reported each six-month

period continues to increase although not

exponentially, as evidenced by the
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lengthy case-doubling times.

REVISED NHBPEP STATEMENT ON
DEVICES USED FOR SELF-MEAS-
UREMENT OF BLOOD PRESSURE—
National Heart, Lung, and Blood In-

stitute — The state of the art regarding

devices for the self-measurement of

blood pressure is represented in this new-

ly released statement available from the

National High Blood Pressure Education

Program (NHBPEP), 120/80 National

Institutes of Health, Bethesda, Md.
20892. The reliability of stationary or

coin-operated devices is considered limit-

ed. Users of these devices are encouraged

to seek professional advice before taking

any action as a result of a blood pressure

reading from one of these machines.

HOSPITAL RECYCLES BLOOD FOR
HEART SURGERY PATIENTS—
American Hospital Association — Con-

cerned about the safety of the blood

supply and the potential for periodic

blood shortages, Fairfax Hospital, Falls

Church, Va., recently began to recycle

this life-giving fluid. Using a new tech-

nique called cardiotomy reservoir chest

drainage, physicians have been able to

recycle more than 85 percent of the blood

typically lost during open-heart surgery.

This has been accomplished by pumping
the hemorrhaging blood from the chest

cavity through a filter and back into the

patient’s chest cavity.

EAR “TUBE” OPERATION MAY BE
UNNECESSARY WITH PROPER
ANTIBIOTIC MANAGEMENT,
TREATMENT AND PROPHYLAXIS—
Beecham Labortories — Charles D. Blue-

stone, MD, director of the Otis Media
Research Center in Pittsburgh, Pa., says

that the insertion of “tympanostomy
tubes” has become the common surgery

performed on children in the United

States, prompting some physicians to call

it the “tonsillectomy of the ’80s.” The
average cost of each procedure is $1,000.

The tubes are used primarily to ventilate

the middle ear after fluid has been re-

moved in an effort to prevent permanent

hearing loss and scarring in the middle

ear. The tubes often are inserted after

many courses of antimicrobial therapy

have failed to cure recurrent ear infec-

tions. “The use of the right antibiotics

should result in a reduction of the

number of patients subjected to tym-

panostomy tube surgery.” Such an anti-

biotic is now available. AugmentinR
(amoxicillin/clavulanate potassium)

combines the world’s first beta-lactamase

inhibitor — clavulanate potassium —
with amoxicillin. The new antimicrobial

was developed and is marketed in the

United States by Beecham Laboratories

of Bristol, Tenn.

THE WAIANAE COAST COM-
PREHENSIVE HEALTH CENTER— is

the only such entity in the State of Ha-
waii and one of four in the entire coun-

try. It is a federally funded (subsidized)

medical clinic, that requires — and re-

ceives — approval of, and support for,

its grant application from the Honolulu
County Medical Society.

STRAUB FOUNDATION HAS GIVEN
ITS EXCELLENCE IN RESEARCH
AWARD TO ROBERT A, NORDYKE,
MD— a specialist in nuclear medicine.

Nordyke’s paper, one of five submitted

for judging, described the relationship

between age, signs and, symptoms of

hyperthyroidism.

EG AND G’S PUBLICATION, SCI-

ENCE AND TECHNOLOGY UP-
DATE— describes “Nova,” the world’s

most powerful laser, housed at the De-

partment of Energy’s Lawrence Liver-

more National Laboratory in California.

Nova is named for an exploding star;

its heart is a 16-foot-in-diameter alumi-

num sphere wherein small pellets of

heavy isotopes of hydrogen are made to

fuse by intense laser light pulses, generat-

ing heat of greater than 100 million

degrees for a few billionths of a second,

releasing energy equivalent to what

comes out of the sun and stars. “The
present and near future goal of this re-

search is that Nova can be a tool for

studying weapons physics . . . but the

ultimate goal is ... to generate con-

trolled and nearly inexhaustible electrical

energy on earth.”

HALF OF THE 56 STUDENTS AD-
MITTED TO MEDICAL SCHOOL AT
THE UNIVERSITY OF HAWAII THIS
YEAR WERE RE-APPLICANTS— and
Dr. James W. Linman, chairman of ad-

missions, believes he may discern a trend

toward somewhat fewer acceptances of

first-time applicants.

This year’s entering class revealed the

expected undergraduate concentration in

the sciences (27 in biology alone). It is

composed predominantly of Hawaii resi-

dents (53) who attended Hawaii high

schools (47) and more than half of whom
(35) did their undergraduate work at the

University of Hawaii.

A FREE COMIC BOOK FROM THE
CANCER RESEARCH CENTER OF
HAWAII MAY SAVE YOUR SKIN—
Keeping in shape not only means eating

properly and exercising regularly, but

keeping your skin in shape, too. Being

out in the sun increases your chances of

premature aging and skin cancer.
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IMAGINE
KNOWINGTHAT
TODAfISTHE

BEST DAirYOUU
EVER HAVE.

If you had a progressive neuromuscular

disease, every tomorrow would bring you

greater weakness and more muscle waste. And
the best day you could hope for would he the

one you were having right now.

That’s because most neuromuscular dis-

eases progress day by day, gradually wasting a

patient’s muscles away. This muscle degen-

eration can’t he halted. And, it can never

be reversed.

At the Muscular Dystrophy Associa-

tion, we’re striving to put an end to twelve

forms of muscular dystrophy and twenty-

eight other neuromuscular diseases. Because

we believe there are no incurable diseases

—

just diseases for which cures haven’t yet been

found. And because it’s the only way that

tens of thousands of people with neuro-

muscular disease can look forward to a

better tomorrow.

MDA
Muscular Dystrophy Association, Jerry Lewis, National Chairman



MEMO
TO: ALL DOCTORS

FROM: PEQEX
Do you need assistance in obtaining a specialty

medical product?

Would you be interested in saving on quality

medical and surgical products?

Are you planning to set up a medical office or

clinic?

Let PEQEX, Inc. be your answer, Call 537-2724

Representing:

BEAVER • BURTON • DETECTO • PYMAH
CARING • DAVIS & GECK • MILTEX • PEDIGO

JOERNS • GRAHAM FIELD & MANY OTHER COMPANIES

PHYSICIANS EQUIPMENT EXCHANGE, INC.
PEQEX, INC.

(808) 537-2724

831 Pohukaina St., #C-3 Honolulu, Hawaii 96813

Did

you
know?
Saint Francis Hospital

is one of the top three

hospitals in Hawaii . .

.

and the fastest growing.

Leaders in quality

health care.

Serving people of all

faiths, beliefs, or

ethnic backgrounds.

Saint Francis
Hospital

Discover the Difference

The Hawaii Cancer Information Serv-

ice will send you a free comic book called

“The Incredible Adventures of the How-
zit Family.” Call 524-1234 for your free

copy between 8:30 a.m. and 4:30 p.m.
weekdays. Neighbor Island residents may
call coliect by dialing 524-1234. Mailing

address is 1236 Lauhala St., Suite 502,

Honolulu 96813.

All skin types are at risk for skin

cancer. So let the Howzit Family show
you how proper skin protection and ef-

fective sunscreens can help take care of

your skin. The booklet was drawn by
well-known local artist Harry Lyons spe-

cifically for Hawaii people.

SURGICAL STAPLING IS THE
FASTEST-GROWING SEGMENT OF
THE WOUND CLOSURE MARKET—
The procedure saves time in the operat-

ing room and is an improved method for

some types of surgery, particularly col-

orectal anastamosis, according to Theta

Corp. Surgical stapling currently ac-

counts for an estimated $250 million an-

nual market, and is growing at a healthy

rate.

THERE ARE CURRENTLY 450,000

PHYSICIANS IN THE U.S., OF
WHICH 55 PERCENT (250,000) ARE
IN SOLO OR GROUP PRACTICES—
The number of group practices is grow-

ing at a rate of 12 percent annually, and

is expected to reach 30,000 by 1990, ac-

cording to Theta Corp.

CARE FOR THE INDIGENT IS A
GROWING CONCERN, SAYS THE
AMERICAN HOSPITAL ASSOCIA-
TION— Despite the creation of Medicaid

20 years ago, the number of individuals

who have inadequate, or no, health in-

surance is reaching record proportions.

Many Americans assume that Medicaid

covers the health care needs of the in-

digent, but consider:

• Medicaid coverage of the poor has

declined sharply. By 1984, Medicaid cov-

ered less than 40 percent of the poverty

population, compared with nearly 70 per-

cent when the program began.

• The number of uninsured is increas-

ing. By 1984, nearly 33 million people

had no health insurance and another 17

million had inadequate coverage, repre-

senting about 25 percent of the non-

elderly U.S. population.

• Contrary to popular belief, most of

the uninsured are employed. About 65

percent are working adults or their de-

pendents.

• The amount of uncompensated care

provided by hospitals is rising, amount-

ing to $5.7 billion in 1984. Because the

major sources of hospital financing (gov-
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It takes more than this

to succeed in business.
As a part of the nation’s largest

multi-state banking system, we
know that it takes a lot more than

luck to succeed in business.

One of the things you need

is a bank. And just as impor-

tantly, a banker. A banker that

approaches business opportunities

as well as problems, with strong

analytical skills and sound

judgement. One with a broad

understanding of business and

finance.

First Interstate is committed to

relationship banking. We believe in

building co-operative, long term

relationships geared toward mutual

growth. Through these relation-

ships, we gain a shared confidence

and a common frame of reference

that enables us to respond more
quickly to your needs.

Your Corporate Banker at First

Interstate becomes your primary

contact and acts as a conduit

between your company and the

resources available only from a

bank that’s a part of the ninth

largest banking organization in

tbe United States. With the support

of total network assets of over

$49-billion, only First Interstate

brings you the strength and the

commitment to provide you with

innovative financing techniques,

advanced cash management
products, specialized industry

expertise, and excellent customer

service.

For more information about

the First Interstate Bank story call

525-6820.

First
Interstate
Bank

Member FDiC



Ifyour patient

needs surgery,

consider the
outpatient
alternative.

'Vbur patients aren’t the only ones who benefit

from ambulatory surgery.

\'ou too can enjoy the convenience of eas\ sched-

uling and less administrative red tape when you per-

form elective procedures in an outpatient setting.

VC hen you choose a lower cost setting for ambu-
latory surgery, your surgical reimbursement re-

mains unaffected while you help your patient

avoid unnecessary hospital bills. Also, by saving

hospital beds for patients who really need them,

health care costs are contained for everyone.

HMSA guarantees maximum health plan cover-

age for outpatient services at participating surgery

centers and in your own office.

(aill HMSA's Profession^ Relations staff for more
information on outpatient surgery.

HMSA
Professional
Relations
Department
Oahu: 944-2.^00

Maui: 87 1

-

629 s

Kauai: 245-3.^93

Hawaii: 933-S441 (Hilo)

HMSA’s Place of Treatment Program

saves your patients money.

Call us for details.



eminent and private payers) are less will-

ing to subsidize care for the medically

indigent, the care is being provided by

fewer hospitals. As a result, the ability of

these hospitals to subsidize the cost of

indigent care has diminished. Currently

5 percent of hospitals provide 37 percent

of all uncompensated care.

KUAKINI GERIATRIC CARE INC.
OFFERS A SERVICE— that allows peo-

ple who care for the elderly at home to

take a vacation without having to worry

about the welfare of the elders.

Elders who are ambulatory but need

supervision will be able to live in Kuakini

Home on a temporary basis.

For more information on this short-

term respite care service, call Kuakini

Home at 547-9208 between 8 a.m. and

4:30 p.m. on weekdays.

THERE’S GOOD NEWS FOR LEUKE-
MIA PATIENTS— who frequently have

to undergo painful bone marrow tests to

monitor the disease. A new blood test

that measures levels of an enzyme known
as terminal deoxynucleptidyl transferase

(TdT) enables physicians to continuously

monitor leukemia patients without taking

bone marrow specimens. Furthermore,

the test is highly cost-effective because

bone marrow aspirations average $110

and the blood test costs $35. Write Ab-
bott Laboratories at Abbott Park, 111.

60064 for further information.

UNLOCKING THE SECRETS OF THE
IMMUNE SYSTEM IS LEADING TO
REVOLUTIONARY NEW VACCINES—
A birth control vaccine, one of the first

in the world to reach the clinical trial

stage, will be discussed at the Sixth Inter-

national Congress of Immunology in To-

ronto July 6 through 11.

The vaccine, which is being tested on

women in Australia, evolved from re-

search coordinated and sponsored by the

World Health Organization. It was de-

veloped by Dr. Vernon Stevens of Ohio

State University. The human trials are

being supervised by Dr. Warren Jones at

the Flinders Medical Centre in Adelaide,

Australia. Both doctors will be among
the more than 8,000 scientists attending

the congress.

The vaccine prevents pregnancy by

neutralizing a hormone called human
chorionic gonadotrophin (hCG) pro-

duced by the body soon after fertilization

and is essential for maintaining a preg-

nancy. The immune system plays an im-

portant role in producing hormones that

prevent the mother from rejecting her

fetus. By blocking this particular

hormone, the reproductive process can-

not continue.

THEARMY NEEDS PHYSICIANS
MRT-TIML

If you are a practicing physician who
wants a break from your daily practice...wbile

still practicing high-quaiity medicine and serving

your country...consider an officer commission in

the ARMY RESERVE MEDICAL CORPS.

AMONG THE BENEFITS:

• SUBSIDIZED PROFESSIONAL DEVELOPMENT
which could include two conferences/short

courses of your choice.

• $35,000 Group Life Insurance package, nom

inally priced for qualifying MD’s, generous

retirement annuity to qualifying physicians

at age 60.

• Monthly stipend for local professional services.

• Post Exchange, Commissary (during Annual

Training) and space available travel on mill

tary aircraft.

• Flexible training programs that won’t interfere

with your practice.

To see if you qualify contact:

USAR AMEDD Procurement
Building 1801

Presidio of San Francisco

California 94129-1161

Call Collect (415) 751-1616

A monthly loose leaf service from the publisher of

Hawaii Legal Reporter.

Particulariy helpful to Realtors. Anomeys, FinarKial

Advisers and others who need to know of significant

lega* and administrative decisions related to real'estate

in Hawaii.

Send for a free sample issue and decide for yourself if

this service isn’t worth far more than its modest price.

Only $10 a month (payable annually)

Start your subsenption now or send for a free sample

issue using your letterhead.

Legal Publishing Hawaii, Inc.

P.O. Box 27611 Honolulu, Hawaii 96827

HAWAII
REAL

ESTATE
REPORTER
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Put your investmeiit
in anew tax bracket:

0%
How? Invest in Hawaiian Tax-Free

Trust. And pay 0% in taxes on the income
it earns for you.

Hawaiian Tax-Free Trust is an
open end municipal bond mutual fund
that’s locally managed and designed espe-
cially for Hawaii residents. By investing

your money primarily in Hawaii tax-free

municipal securities, the Trust provides you
with a high level of income which is double
tax-free* —free of both State of Hawaii and
Federal income taxes.

Big tax savings in a convenient,
professionally-managed package.

Specific advantages of the Trust include:

Stability of Capital** — through con-

tinuous supervision of the portfolio, empha-
sizing select quality, diversification, and
varying maturities.

Low Initial Investment — $1 ,000; no mini-

mum for additional investments.

Income Compounding — dividends

declared daily, paid monthly; automatically

reinvested or paid in cash.

Daily Liquid!^ — redeemable at the then
current net asset value; no penalties or

redemption fees.

Frequent Statements and Reports —
account statements monthly as well as with

each investment or withdrawal; annual
audited financial statements.

INVESTMENT ADVISOR

Hawaiian Trust Company, Ltd.
A Trust and Investment Company of

ih Bancorp Hawaii

FOR INFORMATION
Contact Your Local Investment Broker

or call 1-800-228-4227
Toll-Free from Hawaii 7 days a week. 24 hours a day

Aquila Distributors, Inc., 200 Park Avenue. New York. NY 10017

A
HAWAIIAN TAX-FREE TRUST

You will be sent Iree descriptive material and a prospectus containing more complete information including management tees
and expenses Read careluliy belore you mvesi or send money

'Under certain circumstances some income may be subieci to state and lederai tax

"Share net asset value is not fixed and vanes wiin interest rate Huciuaiions

If you do
business in

Hawaii . .

.

and find it valuable to know
who’s suing who or who’s get-

ting hit with tax liens, going

bankrupt, getting incorporated,

selling property, being dis-

solved, or getting promoted

. . . we have
news for you

BXTSIIxfESS

For information call 521-0021.

HMA
Auxiliary

The cost today of providing medical

education and supporting research is

staggering. Medical schools are currently

in great need of funding due to continu-

ally escalating costs and declining reve-

nues. Reductions in federal funding and

the overall economic slump of the coun-

try have severely affected medical

schools. The situation threatens the

quality of medical education in our coun-

ty and also our state. Consequently,

these institutions must depend increasing-

ly on private sources to meet their needs.

The American Medical Association

Education and Research Fund (AMA-
ERF) was established more than 35 years

ago to help support quality education in

the nation’s schools. From modest begin-

nings in 1950, the foundation has dis-

tributed a total of more than $40 million

in loans benefiting more than 40,000

medical students, interns, and residents,

and supported numerous research proj-

ects.

The AMA-ERF has several different

funds. The Medical School Excellence

Fund provides grants to medical schools

to use as they see fit. The Medical Stu-

dent Assistance Fund provides funds to

medical schools for student financial aid.

Since the AMA-ERF is a 501 (c) 3 non-

profit organization all donations are 100

percent tax deductible.

Regardless of the fund the donor

chooses, the funds may be stipulated for

use by the donor’s alma mater, a medical

school of his or her choice, or for all the

medical schools in the United States.

This year the Hawaii Medical Associa-

tion Auxiliary is participating in what has

been the most successful auxiliary fund-

raising project for AMA-ERF across

the nation. The Holiday Sharing Card

last year raised over $750,000 nationally

with only 30 percent of all counties and

states participating. Hawaii will partici-

pate statewide on this project.

It’s an uncomplicated way for medical

families to handle the remembrances of

the season. Its selling point is that donors

need not send individual greeting cards to

each other, the Sharing Card wishes a

“Happy Holiday’’ to all, while at the

same time contributing to medical educa-

tion and research. The future success of

AMA-ERF depends on the continuing

generosity of its medical families. Please

support this project when approached by

the Auxiliary.
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With cellular mobile service

/our office is wherever you want it.

Cellular service from Hawaiian Tel can keep

you in constant contact with your business. And
vice versa. So when you sign up with us, your

office is wherever you are.

Besides the obvious business advantages, cel-

lular service from Hawaiian Tel is backed by 103

years of local knowledge, and the nationwide

cellular experience of GTE Mobilnet.

Wb’ve also developed a mobile communi-

cations package to complement the cellular

service. A package that fully utilizes our

resources and expertise.

For more information on Oahu cellular mo-

bile service from Hawaiian Tel, call 732-9500.

From wherever you are.

HAWAIIAN TEL f?f7^

Beyond the call

Authorized agent of Icii^ Mobilnet Cellular Communications

Also available at:

ARAOF HAWAII
501 South Street

Honolulu. Hawaii 96813
Ph. 524-4131

MOBILETRONICS PHONE MART
A division of Oceantronics. Inc. Downtown 1177 Bishop Street
439 N Nimitz Highway Ward Warehouse
Honolulu. Hawaii 96817 Peariridge Center— Phase II

Ph. 522-5500

SPECIALTY EQUIPMENT. LTD
1314 S. King Street, Suite 1057
Honolulu, Hawaii 96814
Ph 545-7226

GO-OMNI DISTRIBUTORS
Honolulu. Hawaii
Ph. 949-2422

RADIO SHACK
All Oahu Locations
Ph 947-9133
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